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TREATMENT OF HEAD 
INJURIES 


HOWARD FLEMING, M.D. 
San Francisco 

Each year brings an alarming increase in 
serious head injuries. The care of these is of 
great interest to the general practitioner and 
to many of the specialists in surgery. Often the 
difficulties in diagnosis and treatment are 
great and recourse to the literature reveals 
well known authorities differ widely in their 
advice. Frequently either too much or too lit- 
tle treatment results from this confusion and 
conflict of ideas. Certainly, there is no one 
treatment adaptable to all head injuries and, 
while each patient must be cared for as a dis- 
tinct entity, there are general rules and prin- 
ciples of treatment that may be helpful. 

Fortunately, there is accord in the emerg- 
ency care of head injuries. Shock must be 
minimized—treated by means of quiet, rest, 
heat, and if necessary stimulation. Unfortu- 
nately, however, we frequently see a patient 
given a hypodermic of morphine and sent from 
the scene of the accident to surgery for the 
repair of wounds or to the x-ray room for pic- 
tures. The additional exposure and handling 
of the patient, incidental to such procedures, 
may be sufficient to throw the balance toward 
a fatal outcome. Bleeding usually can be con- 
trolled by simple measures until the patient’s 
condition warrants a careful debridement and 
roentgenograms of the skull are of little value 
until the patient’s symptoms suggest the neces- 
sity of operative therapy. 

Just as soon as the patient’s condition will 


permit, a careful examination is in order. In-' 


juries to the spinal cord or the intrathoracic 
and intra-abdominal regions are overlooked 
occasionally in the unconscious patient. The 
head injury may be a minor concussion and the 
severe shock be caused by a ruptured spleen 


or liver. Early examination is essential to in- 
ventory those symptoms and signs resulting 
from injury to the brain. A progression in 
their severity or the superimposing of new 
signs will thereby be given the proper evalua- 
tion. 

Increasing intracranial pressure is the com- 
plication demanding chief concern; it is advan- 
tageous to visualize the pathological conditions 
causing the pressure. Hemorrhage resulting 
from localized or widespread laceration of the 
brain is frequent. The bleeding may be over 
the surface of the brain, into the ventricles, or 
into the substance of the brain itself. If the 
hemorrhage is profuse, intracranial pressure 
develops so rapidly that little can be done in a 
therapeutic way. If the b'eeding is moderate 
and slowly progressive the medullary centers 
are able to compensate and the classical signs 
and symptoms of intracranial pressure develop. 
Briefly, these are slowing of the pulse and res- 
piration, an increase in the blood pressure par- 
ticularly the pulse pressure, increasing stupor, 
and rhythmical changes both as to signs and 
symptoms. The site and extent of the hemor- 
rhage determine the localizing signs. In extra- 
dural and subdural bleeding the blood is eas- 
ily accessible and readily evacuated. 


A second cause for intracranial pressure is 
an abnormal increase in fixed fluid in the 
brain. All tissues of the body, when deprived 
of oxygen, absorb fluid from the circulation. 
Contused brain with an impaired circulation 
rapidly absorbs fluid which becomes fixed and 
is commonly called edema. The volume of the 
brain can be considerably increased by such 
means and, although frequently associated with 
hemorrhage, may be the sole cause for great 
intracranial pressure. 

A third cause for intracranial pressure in 
head injuries is less frequent and less well 
known but fully as important. The cerebro- 
spinal fluid normally circulates between pia 
matter and arachnoid. Occasionally, as a re- 
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sult of injury, the arachnoidal membrane is 
widely torn and the fluid enters the space be- 
tween the dura and the arachnoid. Here it ac- 
cumulates in large lakes, as it cannot reach 
the areas where it is normally absorbed, and 
often causes great pressure. This fluid can- 
not be reached or drained by spinal puncture 
or hypertonic solutions intravenously admin- 
istered. The results following decompression 
and drainage, however, are fully comparable 
to those in cases of meningeal hemorrhage. 

Increasing intracranial pressure must be re- 
lieved before ‘decompensation occurs or a fa- 
tal outcome is inevitable. Three measures are 
available: The use of hypertonic solutions, 
spinal puncture, and cranial surgery. Each is 
valuable and beneficial when used at the prop- 
er time and in appropriate cases. On the con-- 
trary, if these measures are used inadvisedly, 
much harm may result. Cranial operations 
should be reserved for cases in which free 
fluid can be removed, as in meningeal hemor- 
rhages, subdural collections of blood or cere- 
brospinal fluid and intracranial clots. Opera- 
tion on a brain tense from edema, accomplish- 
es little good and often results in material 
damage. The use of hypertonic solutions is in- 
dicated for the relief of edema of the brain 
but is dangerous in cases of intracranial pres- 
sure caused by hemorrhage. 

The decision as to the pathologic changes 
present and the best means of treatment is not 
easy and a great many considerations must be 
carefully weighed. Of most value are careful 
and frequently repeated neurological exam- 
inations. The serious head injury warrants the 
same careful consideration as that given to an 
acute surgical condition of the abdomen. The 
original examination, if the patient is seen 
soon after the injury, will give an inventory of 
the signs resulting from damage to the brain. 
Subsequent changes or additions in signs and 
symptoms are indications of general and, of- 
ten, of localized pressure. The classical syn- 
drome of a middle meningeal hemorrhage is a 
good example. 

The scope of this paper is too limited to al- 
_low enumeration and discussion of all the 
neurological signs incidental to the diagnosis 
of head injuries, but it may be of value to name 
a few. Dilated and fixed pupils, in my experi- 
ence, are invariably a sign denoting a fatal 
outcome. Dilation of one pupil, in the majority 
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of cases, is on the side of maximum damage 
to, and pressure on, the brain. The response 
of the patient to firm palpation about the head 
will frequently localize the fracture even 
though the patient be in deep stupor. Simul- 
taneous pressure on each supraorbital nerve 
will often give evidence of facial palsy other- 
wise unsuspected. Cervical rigidity, soon after 
the accident, suggests injury to the neck or a 
considerable amount of blood in the spinal 
fluid. This is in contrast to subsequent onset 
of cervical rigidity which denotes the possibil- 
ity of meningitis, as a complication. Increasing 
weakness, impaired sensation, changed or, 
more especially, pathological reflexes point to 
the site of major injury to the brain. In rare 
instances, positive neurological findings will 
give misleading information. As a rule, how- 
ever, they are a far more reliable indication of 
localization than visible injury or roentgen evi- 
dence of fracture. 

Roentgenograms of the skull are in order 
when the patient’s condition justifies the nec- 
essary movement. Fractures crossing menin- 
geal markings or overlying large venous sinus- 
es suggest the possibility of hemorrhage. A 
shift of the pineal gland to one side is pathog- 
nomonic of a space consuming lesion in the 
opposing hemisphere. 

Spinal puncture is usually of diagnostic ben- 
efit and occasionally of therapeutic value. The 
danger of medullary herniation into the fora- 
men magnum, resulting from lumbar puncture, 
in patients with head injuries probably has 
been exaggerated. In my opinion a greater 
hazard is the possibility of increasing intra- 
cranial hemorrhage. It is advisable to delay 
lumbar puncture from four to six hours after 
injury, if possible, and to avoid altering the 
pressure-relations until free bleeding has 
stopped. 

The use of a manometer will give the most 
accurate estimate of intracranial pressure. Not 
infrequently, this procedure will belie symp- 
toms of pressure, as suggested by stupor, slow 
pulse and Cheyne-Stokes respiration. It has 
been my experience that, in those cases in 
which slow removal of a considerable amount 
of fluid gradually lowers the pressure, the pro- 
cedure is safe and of therapeutic value. On the 
other hand, if the drainage of a small amount 
of fluid causes the pressure to drop rapidly, it 
should be discontinued. If'the fluid is progres- 
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sively more bloody, only a small amount should 
be removed. 

A small amount of clear fluid under great 
pressure suggests edema or extradural bleed- 
ing. In the absence of localizing signs, edema 
is the more likely cause of pressure and the 
use of a hypertonic solution is indicated. If 
the clinical signs suggest the possibility of a 
lesion, on one side only, extradural bleeding is 
to be suspected and operation considered. 
Needless to say, the removal of the fluid should 
be done slowly, with frequent measurement of 
the pressure and constant observation of the 
patient’s pulse, respiration and color. 

In the majority of cases, careful evaluation 
of all clinical information available will allow 
a fairly accurate estimation of the pathologic 
changes causing intracranial pressure, and the 
extent of the damage to the brain. 

Patients with head injuries can be divided 
into three groups: 

There are those with extensive damage to 
the brain. These patients are usually profound- 
ly unconscious, often in severe shock, and 
rarely show any signs of compensation. The 
pulse is rapid, the blood pressure low, and the 
temperature rises rapidly. No therapy is of 
any avail and all die within a few hours after 
injury. 

The second group is composed of patients 
with concussion who do not have serious in- 
jury to the brain and do not develop increased 
intracranial pressure. All of these patients get 
well and the treatment plays very little part. 

The third group of patients is our chief con- 
cern. Those in this group have suffered severe 
head injuries and the prognosis as to morbidity 
and mortality depends entirely on the attend- 
ing surgeon’s ability to recognize the injury 
_ and afford adequate treatment prompt- 
y. 

Cushing’s subtemporal decompression is best 
suited to the majority of cases in which opera- 
tion is indicated. This approach allows an ad- 
equate exposure of the middle meningeal art- 
ery and, on the right side, uncovers a fairly si- 
lent part of the brain. The closure of the inci- 
sion offers a satisfactory covering of muscle 
and fascia. Operation is indicated in cases of 
meningeal hemorrhage, subdural collection of 
blood or spinal fluid, and subcortical hema- 
tomas. Large decompressions are seldom nec- 
essary as the drainage of fluid is all that is re- 


263 


quired. The exposure of motor and speech 
centers must be avoided. Unnecessary contu- 
sion may cause scars and traction on the brain 
resulting in convulsive states. 

Brief mention should be made of chronic 
subdural hematomas. Until recent years very 
little attention was paid to them and their re- 
lationship to trauma was not fully appreciated, 
possibly because of the confusion regarding 
the etiology of pachymeningitis hemorrhagica. 
Frequently, the head injury is not recognized 
as the cause of the patient’s disability because 
of its minor nature or the long interval be- 
tween trauma and the onset of symptoms. The 
signs and symptoms are those associated with 
slowly increasing intracranial pressure. The 
focal signs depend on the site and extent of the 
hemorrhage. From 40 to 50 per cent of the pa- 
tients have hematomas on both sides. Psy- 
chotic symptoms are frequent and often so out- 
standing that patients are occasionally confined 
to asylums rather than referred to hospitals 
for treatment. Multiple craniotomy openings 
with drainage of the hematomas will cure the 
great majority of these patients. 

There is considerable divergence of opinion 
regarding the treatment of depressed frac- 
tures. In the ‘case of the simple, depressed 
fracture, in which roentgenogram shows only 
a minor displacement and the liklihood of du- 
ral rents or laceration of the brain, is not great, 
one is hesitant to recommend operation. On 
the other hand, compound fractures, with in- 
driven spicules of bone, should be repaired as 
soon as the patient’s condition warrants surgi- 
cal intervention. Debridement, removal of all 
foreign bodies, elevation of depressed bone, 
and a careful cleansing of the wound comprise 
the best prophylaxis against abscess of the 
brain, meningitis and subsequent convulsive 
attacks. If operation is delayed longer than 36 
hours, it is advisable to wait until the lacera- 
tion is well healed before attempting the re- 
pair. 

. Meningitis is a fairly frequent complication 
particularly of basal fractures of the skull and 
those that involve the cribiform plate and the 
frontal sinuses. It is a great mistake to wash 
out a bleeding ear or pack a bleeding nose. 
Bleeding from external orifices is seldom suf- 
ficiently profuse or prolonged to endanger the 
patient’s life and every effort should be made 
to prevent the infected material from being 
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carried toward the dura and brain. Traumatic 
aerocele is an occasional complication and may 
require operation. 

A large percentage of head injuries are com- 
plicated by a medicolegal angle. There may be 
‘the problem of disability and compensation in 
industrial patient, or the suit for damages in 
the public liability case. It is often difficult to 
differentiate between a patient with purely 
functional symptoms, one with serious post- 
traumatic head symptoms and one who is mal- 
ingering. 

The term “fractured skull” always seems to 
impress the patient with the seriousness of his 
injury while such terms as “just a cracked or 
broken head or concussion” are accepted with 
grateful relief. The laity, as yet, has not learned 
to evaluate the significance of a fracture 
against that of a badly lacerated brain. It is 
difficult often to refuse the demands of rela- 
tives for roentgenograms until the patient’s 
condition permits their being taken. Juries are 
much more impressed by widespread fractures, 
visible in the film, than by a recital of symp- 
toms of headaches, dizziness and mental de- 
terioration. While it is wise to minimize the 
seriousness of a patient’s condition it is good 
judgment to keep him quiet in bed for a long 
period of time. I feel that we frequently make 
the mistakes of allowing patients to get out of 
bed too soon, and of delaying too long in get- 
ting them back to light work. The patients 
need absolute rest immediately following in- 
jury but, once the acute symptoms subside, a 
quick return to occupation will often avoid the 
neuroses that frequently incapacitate many 
for entirely too long periods. 

Judgment as to the validity and severity of 
post traumatic head symptoms is based on sev- 
eral factors.. An authentic history of the seri- 
ousness of the accident and the severity of the 


injury is important. Careful examination and > 


inventory of the objective signs suggestive of 
damage to the brain are more important. If 
one is still in doubt, special examination, such 
as Barany tests and encephalograms are in or- 
der. Encephalography, showing evidences of 
atrophy of the brain, hydrocephalus or deform- 
ity of the ventricles, is mute evidence to sub- 
stantiate a patient’s complaints. 

In conclusion may I urge that patients with 
head injuries demand our best diagnostic and 
therapeutic efforts. A great deal can be done 


for many of these patients and improper care 
is fully as reprehensible as the neglect of a 
acute abdominal lesion. Only too frequently, 
a restless patient with a head injury is mad 
quiet by a large dose of morphine and his 
eventual outcome left to chance. This attitude 
is not worthy of the medical profession ani 


these patients safely in line. To illustrate, we hai 
the case of a negro who was bound to dislodge an 
uncomfortable clot from his nose. He blew a 
heavy blast in spite of warning. The result was 
pneumonia and not meningitis as we feared. Again 
I thank Dr. Fleming for a presentation so thor- 
ough and so clear as to leave questions useless. 
DR. FLEMING (concluding: The spinal punctur 
is of more diagnostic than therapeutic value. It is 
wisdom to use the puncture to the point of reliev- 


as saline ,and second, it has high food value. 


THE SAN DIEGO CENTRAL 
MEDICAL SERVICE 


(A Postpayment Plan of Medical Care for the 
Low Income Groups.) 


‘HALL G. HOLDER, M. D. 
San Diego, California 


(Read before the 1935 annual meeting of tht 
Arizona State Medical Association, April 23-25.) 


Early in 1932 the inadequacies of the pres 
ent system of medical care were discussed by 


a committee of the San Diego County Medica 


Society. At that time it was known and ap 
preciated by us that considerable proportion 
of the population were unable to afford reg 
lar fees for medical care and hospitalization 
About the same time the Health Council of the 
Community Chest reported the free clinit 
work in San Diego disorganized, inefficies! 
and frequently duplicated. It was their recom 
mendation that these clinics be standardizel 
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and some method be devised for aiding the 
low income group to obtain adequate medical 
service. Furthermore, many members of the 
profession had suffered drastic reductions in 
income as a result of economic changes. The 
previous year the administration had been 
changed at the County Hospital because of 
numerous far-from-the-indigent-status patients 
making the budget for this institution exces- 
sive for the tax payer. 

The above conditions have been generally 
found throughout the state by a recent sur- 
vey made by the California Medical Associa- 
tion of 60,000 families—at an approximate ex- 
pense of $80,000. It is also shown: Seventy- 
seven per cent of the families in California 
have incomes of $2,000 a year or less; of this 
group, 26 per cent had incomes ranging from 
$2,000 to $1,200, and 51 per cent had incomes 
less than $1,200 a year; and further, as the fam- 
ily income decreases, the need for medical care 
increases. The decreased income is called on 
to finance the increased cost. 

Further facts regarding physicians and hos- 
pitals are pertinent. In the year of 1933 one- 
third of the doctors of medicine earned less 
than $2,000 net income yearly, 50 per cent 
earned less than $3,000 net, and 75 per cent 
earned less than $5,000 net. In the same year 
hospitals in California averaged about 79 per 
cent capacity—government hospitals 90 per 
cent and private hospitals 53 per cent. 

That a serious problem presents itself, there 
can be no doubt in the mind of anyone familiar 
with these facts. 

The lassez faire attitude and intolerance to 
any proposed change on the part of many in 
the profession has not impressed the public 
with our interest in their plight. 

To protect the best interests of the public 
we ourselves, and not the politician, economist 
or social worker, are best qualified to recom- 
mend and initiate changes in medical practice. 

In seeking a solution two paths are open: (1) 
Prepayment, using the insurance principle 
either on a voluntary or compulsory basis 
thereby necessitating a complete change in the 
system of medical care; or (2) postpayment, 
using the principles evolved by the “San Diego 
Central Medical Service” maintaining the pres- 
ent methods and principles of medical practice. 


PREPAYMENT VS. POSTPAYMENT 
All are, no doubt, more or less familiar with 


the arguments for and against the insurance 
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principle in providing medical care. We have - 


many examples of the application of both the 
voluntary and compulsory systems but nothing 


so far which would be adequate and satisfac- - 


tory for the people of the United States. The 
people in this country have enjoyed the best 
medical care of any peoples on the face of the 
earth and they are therefore critical and will 
not be content with a system which is not equal 
or better than that of the present. This is ask- 
ing a great deal of health insurance as it has 


been conducted in the past. Theoretically, such | 


a system could be conducted with profit to all 
concerned; but actually, through lay interfer- 
ence and political aspiration these systems have 
limited medical practice to the insured and de- 
preciated the quality by progressively throt- 
tling the physicians financially and scientifi- 
cally. 


A system of voluntary health insurance as a 
solution of the problem may be dismissed. In 
the first place: Any plan for voluntary insur- 
ance should be controlled and sponsored by 
the organized profession on a nonprofit basis 
for administration; there should be no lay in- 
termediary to take the lions share of profit at 
the expense of the physicians who actually 
give the service; such plans are out of the ques- 
tion; many have been tried and all have been 
failures as a solution for adequate medical and 
allied service to the low income groups for one 
main and compelling reason: The people who 
need and should carry such insurance simply 
will not. There is no placein the psychology 
of the average individual to budget for such 
an unpredictable circumstance as illness; it is 
too uncertain and is soon discarded. 


The difficulties in the way of voluntary 


‘schemes sponsored by medical associations are 


shown in the experience of the Public Medical 
Service for London, an organization set up by 
the British Medical Association, to offer serv- 
ice to those who do not come within the scope 
of compulsory health insurance. In a letter 
Dr. Alfred Cox, Secretary of the organization, 
states: “We believe we are supplying a real 
public need, but it is hard work. After some 
eight years of operation this service has only 
some 30,000 subscribers and well over 1,000 
doctors. The difficulty is that it is a voluntary 
service, and we can neither compel people to 
join, nor to stay in when they are in. The re- 
sult is a great many of the people who ought to 
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be in it because otherwise they are not able 
to pay medical fees,. remain outside and a good 
many who join fall out for different reasons— 
sometimes unemployment, sometimes because 
they find they have not needed a doctor for 
some time, and they think it a pity to waste 
their money, and sometimes through sheer 
carelessness.” 

Sometime ago in San Diego we perfected 
such a plan for voluntary health and hospital 
insurance, to be operated and controlled by 
the County Medical Society. The plan was ac- 
ceptable to the Council of the State Medical 
Society but was discarded for the above rea- 
sons as impracticable, and further, for the rea- 
son that the insurance laws of California re- 
quire a reserve fund of $100,000 for such an 
insurance venture. There are other legal tech- 
nicalities which would have to be met in many 
states unless present laws are changed to as- 
sure the success of such a plan; an important 
one is that which prohibits a corporation from 
practicing medicine. 

At a recent special meeting of the House of 
Delegates the California Medical Association 
adopted the principle of health insurance, com- 
pulsory for certain groups and voluntary for 
certain groups. This action was taken after 
thorough presentation of the problem from 
both sides based on the results of their recent 
survey. Furthermore, this action was taken by 
a very serious delegation thoroughly aware of 
the inherent and permanent disadvantages of 
any system of health insurance. It was decided 
that by this system, in spite of many difficul- 
ties, the serious social problem confronting the 
people of California, namely, increasing costs 
of. good medical care plus the increasing per- 
centage (77) of population in the low income 
group, could be best solved. As a delegate to 
that convention I voted against this course but 
with little justification for my action, taking in- 
to consideration the facts. Another factor 
which influenced this action was the know]l- 
edge that an interim committee of the State 
Senate was positively committed to the intro- 
duction of a bill for “Health Insurance” at the 
present session and the profession if it were not 
to accept political domination in health insur- 
ance legislation must accept its duty to the 
people to mold such legislation to their ad- 
vantage. 

What the medical profession fears in health 
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insurance are the well known facts which have 
impaired the functioning of present com. 
pulsory health insurance systems, namely: (1) 
Inevitable interference in the confidential re. 
lation of physician and patient; under any sys- 
tem of health insurance fairness, in the use for 
one of the money of all, requires supervision 
of professional service and this cannot be ex- 
ercised without knowledge of conditions, dis- 
closed to the doctor by his patient or discov. 
ered by his examination; reports about patients 
to central authority are a necessary and routine 
part of the machinery of heatlh insurance; 
whoever holds the purse inevitably holds con- 
trol; (2) demands for unnecessary service; if 
the patient is to pay the bill himself, the doc- 
tor need not protect a third interested party; 
under health insurance the physician must 
constantly watch that patients do not demand 
and get unwarranted service at the expense of 
other contributors to the common fund; no one 
malingers under the conditions of private prac- 
tice; but the medical profession has had to deal 
constantly, under the industrial accident insur- 
ance system, with malingering, conscious or 
unconscious, and with constant suspicion on the 
part of insurance administrators that patients 
are unnecessarily prolonging disability; to be 
placed, constantly in the role of a policeman 
between patient and a financial authority, is 
unsatisfactory and certainly not conducive to 
the best medical care. 

(3) A small, but definite minority of doc- 
tors, will not play fair with such a common 
fund; to protect the common interest of con- 
tributors and physicians, all doctors must sub- 
mit themselves to distasteul systems of super- 
vision to prevent abuses by the few. 

_ (4) Physicians have feared, and justly, the 
development under health insurance of politi- 
cal control and the development of a bureav- 
cracy, which, not only is expensive but de 
grading to medicine and its work; this, I fee!, 
is the critical point regarding compulsory 
health insurance because no matter how well 
the interests of the public and profession are 
guarded originally in any plan, political con- 
trol will exercise itself with decrease in ade- 
quate service, increasing taxation with pro 
gressive chiseling on professional compensa- 
tion to meet increasing overhead for adminis- 
tration; a good example is the German system 
in which over 60 per cent of all monies col- 
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lected for health purposes are expended for 
administration of the system. 

(5) Perhaps least important, physicians ob- 
ject to the inevitable time consuming “red 
tape” of health insurance; anyone, who doubts 
the importance and persuasiveness of this, 
needs only glance at the book of 207 pages of 
instructions to physicians under the British 
system, or the 3,000 rules and regulations 
which have grown up in the German system. 

Other objections could be raised especially 
in the field of public policy showing that health 
insurance systems do not reduce illness as has 
been claimed but rather increase the apparent 
amount of sickness; nor do they advance pre- 
ventative medicine so vital to any public health 
program. These reasons are sufficient to show 
that the medical profession has had good 
grounds for a fear of health insurance with its 
consequent revolution of medical standards 
and practice. 

SAN DIEGO CENTRAL MEDICAL 
SERVICE 


(AN EXPERIMENT IN POSTPAYMENT) 
This service began functioning January 1, 
1933, as a community project sponsored by the 
Medical Society, the Community Chest through 
its Health Council and by the County Board 


of Supervisors. Too much credit cannot be giv- 
en the Community Chest for its subsidy of this 
service without which its initial success would 
have been questionable. The board of super- 
visors furnished one field worker from the 
County Hospital soc‘al service staff based on 
the saving to that institution. 

I wish to emphasize the unique wide com- 
munity interest in this organization. It is an 
achievement that is a real community project, 
conceived and executed by socially minded cit- 
izens interested in raising health standards and 
securing the best possible care for everyone in 
San Diego regardless of economic status. I be- 
lieve much of the success of this project lies in 
the fact that it is not primarily a function of 
the County Medical Society but is intimately 
associated with all social agencies serving San 
Diego City and County. 

The Board of Directors has been chosen 
with the idea of representing all agencies in- 
volved and has a membership varying from 12 
to fifteen. Because of representation of the 
County health department, health and devel- 
opment department of the City schools, Coun- 


ty hospital advisory board and the Naval hos- 
pital and relief organization plus the Medical 
Society, at least four to five physicians, have 
representation on the board of directors.. In 
addition to the various social agencies the Den- 
tal Society has one member so that the gov- 
erning board enjoys a wide scope of profes- 
sional interest and council. The directors em- 
ploy an executive secretary, medical social 
workers, and clerks to operate the service. The 
board members are assigned to various oper- 
ating committees such as case, finance, etc., 
and other special committees appointed from 
time to time by the chairman as special needs 
arise. 

Because of the necessity of thorough and 


standardized medical social service the execu- 


tive secretary and workers maintain close af- 
filiation with the Central Social Service Ex- 
change which keeps all files on social service 
work for all agencies and organizations in the 
city and county. Furthermore, credit informa- 
tion is available through the Merchants Cen- 
tral Credit Association. 

Basic objects of the plan: The plan is pred- 
icated on adequate scientific medical care for 
every citizen. He pays according to his ability 
as shown by a standardized medical social 
service investigation. It is adapted to present 
institutions and agencies in San Diego and 
maintains the established fundamentals of 
medical practice. 

The operation of the plan is simple, the key- 
stone being the physicians’ offices. Cases are 
referred from four main sources: First, and 
most important from the physician himself; 
from haspitals including the county; social 
agencies including school clinics; health depart- 
ment clinics; and lastly, direct application by 
the patient. These sources refer direct to Cen- 
tral Medical Service cases which appear to be 
eligible for reduced fees. For the physician 
the ultimate criterion is whether the patient 
applying for medical care can arrange the total 
costs involved. In any case he should make 
this inquiry, and if the patient signifies his in- 
ability to pay the regular fee the case should 


be referred to the Central Medical Service for . 


verification and adjustment. By this procedure 
both the patient and physician are protected 
from injustice. 

The medical social worker approaches the 
case from the point of view of the family in re- 
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lation to the present medical problem. The 
record kept is a modification of the usual med- 
ical social face sheet used in most case work 
practice. The patient shares in making the 
plan; he examines his own resources and those 
of his family. Both assets and liabilities, social 
and financial, are considered; situations are 
faced frankly; mutual confidence between pa- 
tient and social worker is essential so that the 
latter feels he is making his own budget and 
at his own standard of living. Relatives who 
can assist are asked to do so. Life insurance is 
generally considered an asset; owning or in- 
stallment buying of moderate priced homes 
does not disqualify applicant whereas pur- 
chase or retention of property for income or 
speculation does. The owning of automobiles 
does not necessarily disqualify as we usually 
find old models with little value. The purchase 
of expensive cars or luxuries in furniture and 
household equipment places the applicant in 
another category. Many times the owning of 
an automobile is essential in the occupation of 
the wage earner. 


Fees are on a sliding scale based in each 
case on the economic status of the family in 
question plus the medical service contemplat- 
ed. A wide range of medical care is possible 
under this system beginning with the family, 
requiring the minimum in fees for office, med- 
ical and dental, care, who would automatically 
be admitted to the County Hospital in case of 
a major illness or operation, to the family in 
the higher brackets of the low income group 
able to afford regular fees for minor illness 
and dental care but requiring aid of the Cen- 
tral Medical Service for major illness involv- 
ing hospitalization or surgery. In other words, 
there is an irreducible minimum under which 
a patient is definitely in the indigent status 
and above which a wide variety of arrange- 
ments can be made up to the full fee. 

Under the present unregulated conditions of 
_ private practice in most communities the pa- 
tient, with limited means honestly attempting 
to finance major illness without knowledge of 
probable costs, uses up all financial reserves 
and in the end still has unpaid bills. Because 
of poor planning the meeting of obligations vir- 
tually bankrupts the family for long periods; 
often there is default in payment of physicians, 
with consequent misunderstanding and hard 
feelings on both sides, There has been no ques- 
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tion in our experience that a third party, such 
as the Central Medical Service, in planning a 
budget for the services of physician, hospital, 
ambulance, nursing service and druggist has 
been a satisfactory and happy solution for the 
ills of the old unregulated methods of private 
practice. Furthermore, the coordination of 
the various medical services, such as consult- 
ing, laboratory and X-ray in diagnostic work, 
into one planned budget has fostered better 
medical care and permitted the patient mental 
and financial security in what most believed 
was only possible for the wealthy. Many times 
the assurance that costs could be controlled if 
necessary has been a factor in the patients un- 
dertaking diagnostic or treatment procedures 
that otherwise would have been neglected. 


Our experience is that the public is most ap- 
preciative of this service; they have been quick 
to recognize the advantage of the coordinated 
medical work of family physician, specialist 
and laboratories at fees which they can pay. 

The greatest care is maintained by the ex- 
ecutive secretary to see that patients are sent 
to physicians of their choice and that no plan 
for their care is made without his knowledge 
and consent. The comparatively few patients 
applying without choice of physician are re- 
ferred in alphabetical rotation to the 83 per 
cent of the membership of the County Society 
signed as willing to accept these cases. 

Credit is given through the Central Medical 
Service only with consent of the interested 
physician; otherwise all transactions are cash. 
In the event of hospitalization, at least the hos- 
pital fee must be deposited as necessarily hos- 
pitals must collect 100 per cent to allow their 
generous reduction. The physician may accept 
monthly installments for his fee secured, if de- 
sired, by a note which is forwarded to his of- 
fice. Otherwise, all financial arrangements in- 
cluding collection of fees is done by the Cen- 
tral Medical Service and disbursements are 
made to physicians, hospitals, ambulance com- 
panies, optical houses, etc., bi-monthly. 

During the first 18 months so-called part- 
pay clinics were maintained at Mercy and 
San Diego Hospitals. Under our original plan 
these were operated for the group of ambula- 
tory patients just above indigent status, i.e. be- 
low those willing and able to afford the re- 
duced private office fee. These clinics were 
staffed by interested members of the profession 
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on a share and share alike basis with the hos- 
pital, the original registration fee of one dollar 
going to the Central Medical Service. It was 
discovered that these clinics served little pur- 
pose as most of the patients would be gladly 
accepted in the physicians’ offices. Misunder- 
standing arose regarding the shunting of some 
of these patients from private practice to part 
pay clinics and as necessary reciprocal ar- 
rangement with the large County Hospital 
free clinics could not be established, these 
clinics were discontinued. The case load of 
the County free clinic is above 60,000 a year 
and many of these cases should go through 
Central Medical Service. Although our rela- 
tions with the social service department of the 
County Hospital have been most cordial, the 
most efficient cooperation has not been pos- 
sible because of their insufficient personnel. 
In addition to the clinic at the County the hos- 
pital runs over 600 cases per month. This vol- 
ume of social work with necessary follow-up 
work must be done by a staff of five workers. 
Efforts to correct this situation have been un- 
availing because of political interference until 
a recent County Charter amendment carried 
which removes the control of the admissions 
department to a lay board of seven members. 
A plan for coordination of all social work in 
the city and county through a central office is 
in the process of organization; all cases not 
eligible for free ambulatory or hospital care at 
the County Hospital will be automatically re- 
ferred to Central Medical service. With the 
centralization and standardization of social 
work which this new set up will give, a satis- 
factory plan for medical care can be made for 
every family in San Diego City and County 
regardless of economic status. 

Every effort has been made to, foster pre- 
ventive medicine programs and, stimulate in- 
terest among practitioners in this work. The 
health department in our ctiy has been criti- 
cised for preventive programs among children 
and adults well able to pay physicians. Invest- 
igation showed many physicians indifferent in 
recommending prophylactic treatment, the 
pediatricians alone emphasizing the necessity 
among children and uniformly innoculating the 
pre-school children. The Health Department’s 
‘attitude was that the inefficient handling of 
this work in private practice made immuniza- 
tion campaigns necessary; but they were per- 


fectly willing for the profession to do this 
work if satisfactory methods could be devised. 
As a result the physicians organized the work 
and gave wide publicity by radio and press to 
a reduced fee drive for immunization which 
netted the profession 2,227 cases performed by 
private practitioners in school clinics and an 
estimated similar number in their offices. Fur- 
ther, the Health Department organized its 
food handlers program so that the doctors of 
San Diego could do this work in their offices. 

School clinics have been cooperative in ar- 
ranging care through the Central Medical 
Service for eligible children needing tonsillec- 
tomies, attention of oculists and corrective 
orthopedic care. 

Insofar as possible the Central Medical Serv- 
ice considers the health problems of the entire 
family; but lack of workers makes it necessary 
to care for the immediate problem, which is 
often an emergency and follow-up visits can- 
not be made. Ideally, the social workers should 
be able to plan with these families routine 


‘health examinations, prophylactic immuniza- 


tions and dental care rather than to wait for 
the family to seek medical aid when an emerg- 
ency arises. 

HOSPITALS AND COOPERATING AGENCIES 

All cooperating agencies have been generous 
in offers of assistance. Without their help the 
plan could not be a success. 

The retail druggist association through their 
many stores allows a 25 per cent reduction on 


drugbills. The Central Medical Service pa-— 


tients are identified by a special prescription 
blank. Any doubt on the part of the druggist 
as to eligibility of any patient may be easily 
verified by calling Central Medical Service. 

The Optical supply houses have supplied 
lenses at suitable reductions and the Physi- 
cians Supply Company has been most help- 
ful in reductions on all medical supplies in- 
cluding orthopedic appliances. 

The Nurses Association provides special 
nursing care in seriously ill patients at the 
physicians’ requests at a considerable reduc- 
tion. They specify that they be permitted to 
leave a reduced fee case if they are called for a 
patient at the regular schedule in which event 
one of their associates continues with the case. 

All ambulance companies have gladly coop- 
erated. 

The matter of hospitalization is vital in this 
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plan and has given us trouble. For the most 
part all hospitals have been willing to cooper- 
ate but there has been divergence of opinion 
among them as to the extent of their ability to 
care for these patients. Their original proposi- 
tion on a cash basis per day ward rate was 
$3.00 for medical cases and $3.50 for surgical 
cases. In critically ill patients on request of 
the physicians in charge private rooms are 
provided at rates for similar cases of $4.00 and 
$4.50 respectively. Under this arrangement 
laboratory work including x-rays were paid 
for at 50 per cent of the regular fee and in 
surgical cases operating room fees were can- 
celed except in cases of 24 hour service and in 
cases requiring special diagnostic procedures 


such as cystoscopy, etc. If the patient remain-. 


ed in the hospital over the planned number of 
days or used excessive drugs and dressings, 
the Medical Service was successful in most in- 
stances in providing for these extra costs at 
the reduced rates. Attempts were made to es- 


tablish a fund to finance unpredictable costs of | 


hospitalization from fees paid in excess of the 
reduced rates when hospitalization was short- 
er than planned or when the patient was able 
to pay slightly more than the minimum fee for 
all medical service. Such a revolving fund for 
hospitalization was not practical and has been 
discontinued. Considerable difficulty has been 
encountered by the Executive Secretary in re- 
gard to pharmacy costs in the individual case. 
Too many physicians are careless in the pre- 
scription of expensive proprietary products 
which unnecessarily increase pharmacy bills 
above planned costs. 

In reviewing the hospital situation experi- 
ence has shown that during the first 18 
months 16 per cent over minimum rates were 
paid to hospitals by the service making $41.63 
instead of $30.00 for the average surgical case 
hospitalized ten days. In analyzing 18 months’ 
experience with one hospital doing a large 
volume of this work the manager estimated 
that the total reduction from regular rates for 
all cases during this period was 37 per cent. 
-In this particular instance the manager felt 
there was a slight operating loss but was will- 
ing to write this off on the basis of good will 
and the desire of the institution to cooperate 
with the community project. However, the 
Board of Directors of the Central Medical 
Service do not feel that hospitals should take 
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an actual loss on these cases and for this reg 
son and because of increasing costs due to ip 
creased costs of supplies, is revising hospits 
rates probably on the basis of a straight 25 pe 
cent reduction of regular ward rates with 
pharmacy and other supplies paid for at th 
rate o° cost plus 10 per cent. 
STATISTICAL SURVEY OF WORK 

Early in the operation of the service it we 
decided to check our social service proced 
especially as a few physicians felt some fam 
iies receiving aid were not eligible. Undoub 
edly a few exampies of misrepresentation ha 
occurred as no service of this kind can ope 
ate 100 per cent; investigation of questionab 
cases revealed circumstances in the social hi 
tories of which the casual observer or inform 
ant is not aware. Most persons have sufficien 
pride that they do not publicly or privately a 
reverses and misfortunes so that it is unfai 
to judge eligibility without thorough know 
edge of the social history. 


With the aid of government funds a thoroug 
survey was made of the first 794 families giy 
en reduced fees: 


ANALYSIS OF 794 FAMILIES GIVEN 
REDUCED FEES 


Families of 1 or 2 persons, 271 or 34%. 
Families of 3 or 4 persons, 356 or 45%. 
Families of 5 or 6 persons 132 or 16.6%. 
Families of 7 or 8 persons, 29 or 3.6%. 
Families of 9 or 10 persons, 6 or .7%. 


448 or 56.4% of the 794 Families Earned 


Regular Wages 


241 or 30.3% earned below $75.00 monthly. 
140 or 17.6% earned between $75.00 and $110 


monthly. 

32 or 4% earned between $110.00 and $125 
monthly. 

10 or 1.2% earned between $125.00 and $135 
monthly. 

25 or 3.1% earned over $135.00 monthly. 


346 or 43.6% of the 794 Families Earned 
ular Wages, Compensation, Commission, 
Pension or Were Unemployed 
128 or 16.1% were unemployed. 
122 or 15.3% earned irregular wages. 
16 or 2% had compensation. 


31 or 3.9% earned on commission. 
48 or 6.3% had pensions. 


Home and Insurance Owners 


202 or 25.4% of the 794 families owned or W 
buying homes. 

111 or 55% of the 202 were mortgaged. 

200 or 25.2% of the 794 families carried ins 
ance. 
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S rej 585 or 73.6% of the 794 Families Paid Rent 108 or 13.4% “& 794 Families Had 
to in 162 or 20.4% had free rent. vo nes 
spi 28 or 3.5% paid less than $10.00 rent. 
25 pe 124 or 15.6% paid between $10.00 and $15.00. 2 : a9 
wi 141 or 17.7% paid between $15.00 and $20.00. 296 or 37.37 of the 794 Families Had Debts ’ 
at 74 or 9.3% paid between $20.00 and $25.00. 78 or 9.8% had debts from $50.00 to $150.00. Z 
’ 27 or 3.4% paid between $25.00 and $30.00. 53 or 6.6% had debts from $150.00 to $250.00. 
16 or 2% paid between $30.00 and $35.00. 76 or 9.5% had debts over $300.00. 
13 or 1.5% paid $35.00. Considering that the minimum subsistence 


30% of the 794 Families monthly budget for a family of two is $59.59, 

Were Buring  __ three $67.65, four $83.13 and five' $97.54, be- 

; R lieve all will agree that these families did not 

have sufficient reserve for the costs of major 
59 or 7.4% were paying on automobiles. sickness. 


GENERAL MEDICAL SERVICE 
STATISTICAL REPORT 
January 1, 1933 to December 31, 1934 


TOTAL NUMBER OF CASES 2583 

SOURCE OF REFERENCE 3 
Referred by physicians 1152 or 44.6 per cent he 
Referred by self 415 or 16.0 per cent +e 
Referred by county hospital 385 or 14.9 per cent = 
Referred by private hospitals 142 or 5.4 per cent By. 
Referred by school clinics ... 240 or 9.2 per cent 
Referred by other agencies ; 249 or 9.6 per cent e 
ALLOCATION OF CASES 
Referred out at full fee 326 or 12.6 per cent e 
Referred to physicians 2030 or 78.5 per cent ae 
Referred to part pay clinics (first 18 months) 257 or 9.9 per cent Ba 
Referred to county hospital (23.4% previous care) 225 or 8.7 per cent Bae 
Referred to private hospitals 487 or 18.8 per cent ow 
Referred to other agencies is 209 or 8.0 per cent 7 
INCOMPLETE 187 or 17.0 per cent - 
Total amount collected by medical service $ 408.42 ie 


Amount deducted for Central Medical Service (1934) 


The files of the Central Medical Service are service. As this produced an actual operating ; q ; 
ned open at all times to all members of the medi- gain the previous ee from the Commun- a 
cal society end tin ioe. ity Chest was discontinued. | 
ily. as ee ee In the first 18 months out of a total of ; 
$18 During 1934 $2,985.34 or 9.4 percent of the $43,503.35 collected there was a default of } 
$125 gross fee was deducted for operation of the $390.00 or 0.89 per cent. 7‘ 
$135 Summary of Operations—Auditor’s Report 2 
Total agency income 7 546.87  1,603,60 _—3,129.46 
Total agency expense 2,375.50 2,662.00 2,847.39 «t 
Net agency gain or (loss) (1,828.63) (1,058.40) 282.07 
- Community Chest allocation 1,950.00 1,058.40 1,058.40 ik 
Operating gain or loss 121.37 1,340.47 e 
"ll This chart taken from the auditor’s report CONCLUSION 2 
ss shows the development of the agency to a self- I have tried to show that a definite problem ¢ 


sustaining basis. exists in the distribution of the cost of medical 
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care and that two methods present themselves 
as a means of solution. In considering the ad- 
vantages and disadvantages of prepayment vs. 
postpayment for medical care, we are challeng- 
ed with a choice between the American system 
of individualism or the European philosophy 
of diametrically opposed doctrines of paternal- 
ism and state socialism. The acceptance of the 
latter will surely destroy American medicine 
as we know it today by the undermining of in- 
dividual initiative and enterprise through 
which our profession has made unparalleled 
advancement. 


THE PREVENTION OF 
DENTAL DISEASE 


DR. GUY S. MILLBERRY, Dean 
College of Dentistry, University of California 


(Read before New Mexico Public Health Associ- 
ation, May 1, 1935, in Santa Fe.) 

Dental disease may be variously classified. 
One method is by types: (1) Those which af- 
fect the hard tissues of the mouth—the teeth 
and jaws; and (2) those which affect the soft 
tissues of the mouth—the mucous membrane, 
gums and underlying tissues. Another method 
is by cause: (1) Those diseases traceable to 
dietary deficiencies, both in quality and quan- 
tity, (2) those which result from injury plus 
infection, (3) those believed to result from en- 
docrine gland dysfunction or systemic disease, 
(4) those directly attributed to heredity, (5) 
those caused by improper personal hygiene, 
and (6) those resulting from lack of proper 
professional care. Dental disease is usually at- 
tributable to a combination of two or more of 
these. 

A question may appropriately be raised as 
to what constitutes dental disease. For pur- 
poses of this discussion, I have included those 
diseased conditions found in the oral cavity, 
which the dentist is usually called upon to 
treat. 

In the minds of the laity, the most common 
of these is dental caries (decayed teeth). It is 
widely recognized because, in its more ad- 
vanced stages, it can be seen and it is widely 
heralded as the most prevalent disease, which 
is true, since nearly everyone suffers from it 
and many persons make no particular effort 
to prevent it. 
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There are several reasons why this high in- 
cidence of dental disease prevails. Usually 
about 90 per cent of children suffer from it. 
One of the reasons is that there is an almost 
total lack of understanding of its causes. 

I am not speaking now of the knowledge on 
the care of the teeth and their restoration and 
replacement. That is heard morning, noon and 
night over the radio, and one can read about 
it in almost all current literature, even in 
advertisements. I am speaking of the lack 
of understanding of the slow and _ insidious 
pathologic changes in the teeth or within the 
jaw bones and the loss of teeth from these dis- 
eases. The sequelae of these changes is usual- 
ly impaired health. 

I am also thinking of the rigid self-discipline 
which everyone must subject himself to in 
the control of his diet and his personal care, if 
he would keep his teeth. 

Right now I state what I believe to be a de- 
sirable objective with regard to one’s teeth. It 
is that “the teeth should be kept in a sound, 
healthy condition, functioning normally and 
with comfort as long as one lives.” That is 
what I would like to have for myself and for 
my chi‘dren and for my children’s children. 

While decay of the teeth is universally 
known, the pathologic conditions which develop 
in the maxillae and mandibles have received 
little consideration until recently, largely be- 
cause these tissues are not visible, as the teeth 
are, and because a full x-ray would be neces- 
sary in every instance as an aid to complete 
diagnosis. The latter for economic reasons is 
often difficult to obtain. 

These lesions are quite unlike tooth decay; 
the causes are dissimilar; the disintegration in 
the tooth is irreparable except by artificial 
methods, while the disintegrated areas in the 
bone, in part at least, may be repaired by the 
same natural agency that aided in the resorp- 
tion, namely, the blood stream. Bone, as one 
of the depots for calcium and phosphorus, is 
constantly changing by resorption and accre- 
tion. The jaws are no exception to this rule. 

Resorptive bone diseases, which affect the 
skeleton as a whole, often first manifest their 
existence in the jaws. In many instances, 
Paget’s disease and von Recklinghausen’s dis- 
ease appear first in the mandible. 

Infectious diseases of the jaws are common, 
the reason being that the mouth is harbor for 
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all kinds of organisms and the proximity of 
bone tissue with a possible portal of entry 
around every tooth, as well as through the 
vascular system in the dental pulp, greatly fa- 
vors their development. 


Another dental disease equally as prevalent 
as dental caries, if not more so is that which 
involves the gingival tissues immediately sur- 
rounding the teeth. Few persons are entirely 
free from this and, as a rule, pay no attention 
to it until it becomes acute and painful. It may 
contribute sooner or later to the loss of sound, 
healthy teeth and, during the interim, may in- 
terfere with the function of mastication. Nor- 
mally, the gums offer a great deal of resistance 
to infection. When these gingival tissues be- 
come so inflamed that the surface membranes 
are eroded and bleeding, organisms can read- 
ily find their way into the circulation and 
thence to the jaw bones, or some other locality 
in the body where a focus is established and 
derangement follows. 


It is an extremely difficult thing to prove the 
widely accepted theory that foci of infection 
about the teeth are the actual causative agents 
in producing a disease in another part of the 
body, for the reason that it is impossible to 
trace the migration of the organisms from the 
assumed source to the nidus where a new path- 
ologic disturbance arises. Yet numberless 
cases are reported where the removal of an in- 
fected tooth and the adjacent diseased tissues 
has resulted in a cure of the disease. 


Toothache is traceable to many causes: (1) 
An exposed vital pulp, (2) a decomposing 
pulp, where the products of putrefaction can- 
not escape into the mouth and must find their 
way into the apical area in the bone, as the 
only other exit, (3) lateral alveolar abscesses, 
(4) injuries caused by instruments, toothpicks, 
brushes, chemicals, etc. 

Logically, any procedure which will prevent 
these conditions will prevent the toothache. It 
is not as prevalent now as it was 40 years ago, 
but it has been so common in all parts of the 
world that it holds a position of major import- 
ance in the folklore of many countries. Kan- 
ner’ has stated that more beliefs regarding this 
painful disease and cures for it have come down 
to us in the form of folklore than any other hu- 
man disease. This is evidence of the continuity 
of a common condition through many centuries 
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with but comparatively little effort to prevent 
it. 

Some other dental lesions that are, in my 
judgment, preventable are the various forms 
of stomatitis. These ulcerative lesions, caused 
by food idiosyncrasies, injuries, or infections, 
are transitory as a rule, though they may re- 
sult in death. While immunization is probably 
out of the question in preventing these diseas- 
es, because of a lack of specificity in the or- 
ganisms, nevertheless, a clean, healthy mouth 
offers greater resistance to infection and the 
prevention of injuries; and the avoidance of the 
use of such foods as tend to produce a disease 
are good preventive measures. _ 

It is well known that the pituitary, thyroid 
and parathyroid glands exercise influence over 
calcium metabolism. Diseases of the crowns of 
the teeth attributed to dysfunction of these 
glands can only occur, so far as we know, at a 
time when these parts of the teeth are develop- 
ing. 

The: roots of the teeth, however, are subject 
to the same changes that bone is, when dis- 
turbed glandular function prevails. Becks’ in 
reports as yet unpublished, states that in more 
than 100 cases of root end resorption, 94 per 
cent showed evidence of hyper- or hypo-thy- 
roidism in the medical examination; 50 per cent 
of these cases had had orthodontic treatment. 

Dental diseases due to heredity are limited 
to defects such as missing teeth, malformed 
teeth, anomalies in arch form and occlusion. 
Cockayne’ po‘nts out that these may be trans- 
mitted through several generations of females 
before they appear in a male, though the trans- 
mission of these defects of the germ plasm may 
be transmitted by normal females to a male of 
the next generation. 

Other instances are reported by Cockayne 
where defects are met with in certain blood 
relations but not in their parents or children; 
and in others the defects may be transmitted 
by direct descent from affected members of a 
family to their children but normal children 
do not transmit them. 

Anomalies of these types are not like diseas- 
es of disintegrative change such as caries, but 
rather to be classed with the deformities, like 
kyphos or club foot. Crippled mouths are not 
generally linked with the deformities, yet in 


many instances the dental deformity is far 
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more dangerous to health than more conspic- 
uous physical defects. 

Systemic diseases, such as syphilis, aside from 
the degenerative changes in the tissues of the 
mouth, often cause definite tooth deformities, 
such as notched upper central incisors, cauli- 
flower-like sixth year molars and second pre- 
molars. Such malformed teeth are likely to 
decay more quickly than normal teeth do, in 
part owing to coronal defects and in part to 
malposition. 

Diabetes manifests itself in lesions in the 
oral cavity which are classed with the para- 
dentoses. Both bone and gingival tissues be- 
come involved and the loss of sound teeth fol- 
lows sometimes as early as 16 years of age. 

The contributing factors of improper per- 
sonal hygiene and the lack of proper profes- 
sional care are known to aid in the loss of the 
teeth through injury and disease. 

Cleanliness and personal hygiene contribute 
much to our comfort and health. The care of 
the mouth and teeth is no exception, yet with 
all the instruction we receive and all the prac- 
tices we resort to, we cannot rely wholly on 
these procedures to maintain a fine state of 
dental health throughout life. 

The prevailing lay attitude toward dental 
disease is that the oniy method of treating it is 
by repair and replacement. As a rule, people 
do not seek the services of a dentist periodical- 
ly in order to prevent, if possible, the ravages 
of dental disease. They do so for the relief of 
pain. The arrangements for the follow-up pro- 
cedure are usually made at the suggestion of 
the dentist, although such a plan is in the in- 
terest of the patient. The dentist’s assistant, 
not the patient, is almost always the person 
responsible for carrying out the program. 

This practice is called preventive dentistry. 
It is really an inspection service to see wheth- 
er or not the diseases of the mouth are inhib- 
ited or under control. The number of patients 
who have no manifestations of any form of 
dental disorder and who actually go from year 
to year without restorative treatment of some 
form or other are relatively few, if we would 
judge by the volume of replacement and res- 
toration materials that are sold annually, as 
compared with the amount of equipment for 
prophylactic service. 

External appearance can be considered only 


as a mild stimulus to the development of an in-. 
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terest in the prevention of dental disease since 


- people are much more concerned with their 


looks, as other people see them or as they see 
themselves in the mirror, than they are with 
fundamentals of good health, although this is 
the foundation of good appearance. 


Clothes may make the man; at least they 
contribute much to his prestige and success; 
but they cannot conceal ill health if it is writ on 
the features or in the figure beneath the 
clothes. We always try to conceal our physical 
defects; bald heads are toupeed, blanched 
cheeks and lips are made rosy, habiliments are 
padded and draped to make us appear physi- 
cally perfect and well. The practice of den- 
tistry at the present time is based on the con- 
cealment of defects as well as on restoration of 
function. 

Thus the esthetic reason, rather than a de- 
sire for good health, activates the effort to ac-- 
quire good teeth and a good dental front. Hold- 
ing up the goal of a pleasing appearance is one 
of our successful lines of approach in stimu- 
lating a desire for dental health in the adoles- 
cent group. 

This brings me to a fundamental principle in 
the prevention of dental disease. Without this 
desire no great amount of good can be accom- 
plished. 

Obviously, we cannot expect children, whose 
primary thoughts are on food and play, to dis- 
cipline themselves to reach a goal in which 
they see no value. There is no possible means 
of inducing them to exercise the necessary 
thoroughness in cleansing the teeth or to fol- 
low rigorously a specified diet day in and day 
out for the purpose of preventing dental dis- 
ease. Such a discipline must be enforced by 
higher authority than themselves. The parents 
and the teachers are the ones to undertake 
this. 

In most cases the parents either neglect or 
only partially encourage healthful food habits 
or hygienic practices and the class room teach- 
er has such a multitude of duties that she can- 
not do justice to the variety of special activi- 
ties imposed upon her. Health instruction of 
this type in her hands frequently becomes 
merely an admonishment and rarely makes 
sufficient impression. upon the children to re- 
sult in effective activity. Besides, neither the 
teacher nor the pupils fully understand the 
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problem. A better method must be found to 
meet this issue. 

In adult life, even when experience has 
taught many lessons not to be learned from 
books, among them suffering from dental dis- 
ease, self-discipline in the matter of dietary 
regimen and good personal hygiene are rare. 

In almost direct ratio from the extreme of 
meticulous dental hygiene to total lack of it, 
we are likely to suffer from dental disease. 
There are, of course, exceptions where even 
aged persons have a fine dentition and may 
never have given it attention. In such instanc- 
es, you will usually find a type of diet used 
consistently throughout life, especially in in- 
fancy and childhood, which contributed not 
only to the growth and development of the 
jaws and teeth but also to the cleansing of the 
teeth. 

In cases where dental hygiene is practiced 
with meticulous care and no attention whatso- 
ever is paid to nutrition, dental disease may 
follow. As a result of this one-sided health 
activity, a lack of respect for the whole health 
educational program may develop and interest 
in its maintenance may flag. If recent trends 
in research in the field of the prevention of 
dental disease are confirmed, the hygienic 
phase of personal care will have to take second 
place, though for esthetic reasons it will and 
should always occupy a prominent position 
with the people who desire to look well and be 
clean. 


DIET 

How can dental disease be prevented? In- 
vestigators are generally agreed now that nu- 
trition is the basis of an effective program. 
Given an adequate diet throughout the life of 
the individual, it is possible that the teeth may 
be retained and may function well without 
personal dental care, although perhaps not al- 
ways with comfort and certainly not with good 
appearance. 

Each day’s diet must contain not only the 
necessary elements for bone and tooth build- 


utilization of them. The choice of foods in as- 
similable form to meet these requirements is 
desirable but this need not be for most a diet 
of specially selected foods, each item of which 
is guaranteed to yield a certain quota of vita- 
mins, minerals or energy. If the basic diet is 
adequate the supplementary diet may rest en- 


ing but also, the elements that will assist in. 
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tirely with the individual and his particular 
taste or choice. 

What evidence have we that proves or tends 
to prove that dental disease is preventable? 

I believe you will accept the statement that, 
if any given article of diet or group substances 
seemed to cause a disturbance in the function 
of an organ or tissue and its omission from the 
diet corrects the disturbance, it would be log- 
ical to reason from cause to effect that this sub- 
stance or that actually caused the disturbance. 
In such a case, the eradication or the preven- 
tion of the disease or disturbance should be 
possible. 

In diabetes, the system seems to be unable 
to take care of the amounts of sugar or starch- 
es normally consumed by most individuals. 
They are usually prohibited in part at least; if 
insulin is administered when necessary, the 
health of the patient is frequently good and his 
life prolonged. 

Boyd and Drain, in Iowa City, showed con- 
clusively that under such a dietary regimen 
dental caries can be arrested and has remained 
inactive for five or more years without resort 
to dental restorations. 

The experimental work evolved out of a 
study of a series of diabetic cases in the Chil- 
dren’s Hospital, where the carbohydrate ele- 
ments in the diet were limited in quantity. The 
marked inhibition in hitherto active carious 
processes in the teeth of a number of children 
led to the belief that such results might be ex- 
pected only in diabetic patients. Several series 
of cases were studied, among them one group 
of children who were not afflicted with dia- 
betes and who were placed on an anti-ketonic 
diet. In each of these series, there was a com- 
plete arrest of caries in approximately twelve 
weeks. When the original diet of the non- 
diabetic group was restored, caries began to de- 
velop in about twelve weeks. 

This is but one of many experiments along 
these lines. Howe, of Boston, was one of the 
pioneers in intensive study, first with animals 
and later with the genus homo. Grieves and 
McCollum, at Johns Hopkins, Bunting, at 
Michigan, Mellanby, of England, Simmonds, at 
California, are but a few of the investigators, 
whose research indicates that no matter what 
other studies are conducted, nutrition must be 
included, if we would solve the problem of 
dental caries. Simmonds’ work during the past 
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year has been confirmed entirely to humans 
and the results compare favorably with animal 
experimentation in calcium metabolism car- 
ried on previously by her over a number of 
years. 

INJURIES AND INFECTION 

Injuries in the mouth are of frequent occur- 
rence. They may be slight, such as those caus- 
ed by too vigorous brushing, biting the tongue 
or cheek, careless use of instruments, defective 
dental restorations. A child with something in 
his mouth may fall while playing and injure 
the oral tissues. 

Food packed between the teeth, tooth brush 
bristles and fragments of tooth picks jammed 
into the septal spaces or the gingival sulci and 
allowed to remain there not only injure the tis- 
sues but convey infection to the injured tis- 
sues. Unless carefully removed by dental floss 
or tweezers, disease may follow. All injured 
tissues are likely to become infected because 
of the great and variable mass of bacteria in 
the mouth . Even a slight injury may thus be- 
come serious. 

ENDOCRINE DISTURBANCE 

Special types of diet are sometimes neces- 
sary to supplement the function normally per- 
formed by certain glands, notably the thyroid. 
Thyroid extract is administered if the secre- 
tion is insufficient. Pituitary extract has also 
been used where deficiencies indicated its need. 
In both types of cases, improvement in the con- 
dition of the bone has been noted in patients 
under treatment. 

The studies of Becks’ and co-workers on 
root end resorption of particu'ar interest to 
the orthodontist, show conclusively that thy- 
roid deficiency can and probably does contrib- 
ute in part at least to this vexatious question, 
when teeth have to be moved to correct anom- 
alies of occlusion. 

HEREDITY 

Hereditary influences are something over 
which we have no social control. If the knowl- 
edge we have of eugenics and genetics could 
be put to practical use by regulation and all 
people with inherited deformities or defects of 
the teeth could be denied the right of parent- 
hood, we might then ultimately eliminate these 
factors in dental disease. 

Since there is a small percentage of such 
cases and these conditions apply to individuals 
rather than to society as a whole, we need 


SOUTHWESTERN MEDICINE 


worry but little about the hereditary factor in 
this wide spread problem. . 
PERSONAL HYGIENE 

Improper personal hygiene of the mouth and 
teeth ranges from the daily neglect of small 
areas which are difficult of access to total ne- 
glect of the entire mouth for an indefinite 

The writer recalls his own first experience, 
at the age of 18, with a dentist, when after a 
period of five winter months in a lumber camp 
on a diet which was chiefly carbohydrate, five 
cavities had to be filled. While he does not re- 
member exactly the instruction the dentist 
gave him in the matter of mouth hygiene, it 
must have made a distinct impression for he 
religiously brushed his teeth every Sunday 
morning for a long time afterward. 

The hygienic care of the mouth involves not 
only a thorough and careful removal of all food 
debris after each meal and an adequate cleans- 
ing on arising but all soft deposits of calcare- 
ous material must also be removed, since they 
have a tendency to harden in 24 hours and 
then they adhere so firmly to the teeth that 
instrumentation is necessary to remove them. 

Areas which tend to pocket formation be- 
tween the teeth must be carefully watched and 
cleansed. Resorting to the use of special types 
of rubber cups on handles for polishing inac- 
cessible areas and massaging the gums are val- 
uable aids. 

I believe that a tongue scraper is an im- 
portant article in mouth hygiene and have used 
one daily for 20 years. 

The practice of proper mouth hygiene is a 
good habit, a very necessary habit, a three or 
four times a day habit and, if the proper equip- 
ment is used in the right way and abrasive 
pastes or powders are rarely, if ever, used, one 
need have no fear of the loss of the teeth from 
such practices. They are an aid to the preven- 
tion of dental disease and a mouth health nec- 
essity. 

In 1750, Lord Chesterfield wrote to his son 
who was staying in Italy, “I hope you take 
great care to keep your whole person, particu- 
larly your mouth, very clean; common decency 
requires it; besides that, great cleanliness is 
conducive to health.” Standards have not 
changed much. 

PROFESSIONAL CARE 

Professional care is contributory to the suc- 
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cess: of the effort to prevent dental disease. 
First, it must be good. No patient knows ex- 
actly just what is being done for him, while he 
sits in the chair. He must have confidence in 
the person who guides him along this path to 
health and that confidence can only be based 
on the good judgment, integrity and competent 
service of the operator. The operator must 
have an understanding of the problems of pre- 
ventive dentistry other than those connected 
with the work of restoration and replacement, 
if he would prevent a recurrence of the dis- 
ease which he is called upon to treat. His 
counsel and service in keeping his clients den- 
tally well are far more valuable to the patients 
than trying to help them to get well through 
restorative service. 

There is one phase of activity which has 
come to be recognized but recently as an aid 
in the prevention of dental disease and that is 
exercise. Most people like exercise; the youth 
indulge in it constantly in play or in contest, 
the aged and infirm insist on taking mild ex- 
ercise. 

Usually this exercise involves the torso or 
the extermities, or both. As a result of it, cir- 
culation in the parts involved is stimulated, 
growth and function are improved, the indi- 
vidual has benefited unless he has exceeded 
his requirements and capacity. 

The same principle of the value of exercise 
for one part of the body is equally applicable 
to another and all the tissues and organs of 
the head and face need exercise. The teeth 
were made for exercise; it is their function to 
grasp food, tear it, triturate it and in the per- 
formance of this function the growth of the 
bones of the face is stimulated. 

Exercise keeps these tissues in a healthy con- 
dition and in certain diseases where stasis or 
edema occurs, exercise aids in stimulating the 
circulation and thus clearing up the disturb- 
ance. 

In the field of orthodontia, muscular exer- 
cises of the lips, cheeks and tongue are resort- 
ed to under close supervision for the correc- 
tion of dental anomalies and unpleasant or un- 
desirable facial contortions. Such procedure 
is designated myotherapy. 

Strengthening the muscles of the face and 
jaws, removing superfluous fat, giving tone to 
the skin result from exercising these tissues. 
They constitute a part of the health program. 


If dental disease is preventable, and I have 
tried to show you that it is, then a definite 
procedure must be followed if we would pre- 
vent it. 

The greatest obstacle to overcome is the 
indifferent, lethargic attitude of the people to- 
ward this question of personal health. 

The habit forming procedure seems to be the 
best and perhaps the easiest and least expen- 
sive to follow. The formation of correct habits 
must be instituted early in childhood and be- 
come so fixed that the day’s routine will be up- 
set if any marked deviation from it occurs. 

The habits should include a daily diet of the 
necessary foods which will supply the things 
required. If taught to the children and no eva- 
sion permitted, then a taste is cultivated for 
the essential foods and substitutes do not find 
a ready acceptance, because of this habit. This 
must be a disciplinary procedure, however, and 
no marked deviations allowed, if the desired 
results are to be attained’ 

From the standpoint of nutrition, no one age 
may be considered as more important than an- 
other. The period of childhood offers definite 
advantages in habit forming, such as a favor- 
able mental attitude toward instruction and an 
inclination to imitate, which a‘d in the estab- 
lishment of habits; the opportunities for for- 
mal instruction are generally available. How- 
ever, the elementary school age is neither the 
only nor the most desirable period for the 
health program; it is merely a convenient 
period. 

The program should. be initiated at the be- 
ginning of intra-uterine life, during which 
time the food intake which supplies the fetus 
is wholly under the control of the mother and 
the e'ements of nutrition which will supply 
necessary tooth and bone building materials 
must be ingested. The control of the mother 
over the nutrition of the child is absolute dur- 
ing early infancy. 

In addition to the ingestion of proper food, 
the mother’s mouth, teeth and jaws should be 
as free from infected areas as it is possible to 
have them; not that these directly influence 
the skeletal structures of the unborn child, but 
that its general health may be impaired during 
this rapid growth period. ede 

Many are of the opinion that when the indi- 
vidal has matured and the skeleton has reach- 
ed its full growth there is no longer a need 
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for bone and tooth building elements. The os- 
seous structures are subject to change through- 
out life just as much as the soft tissues are. 
Dr. Simmonds is convinced that it is just as 
essential for us to consume one gram of cai- 
cium and one gram of phosphorus each day, 
with enough vitamin D ingested or absorbed 
to enable the body to utilize them, at 60 years 
of age as it was at six. 

The other nutritional factors are, in my judg- 
ment, incidental so far as mouth health is con- 
cerned. Certain cases demand that special at- 
tention is given to their inclusion for the sake 
of the health of the individual. 

The whole problem in the prevention of den- 
tal disease must be dealt with through many 
channels. The best methods of accomplishing 
our aim with the means at our command seem 
to be: First, to establish food habits which in- 
clude the type, quality and quantity of food 
that will supply all the needs of the body and 
arrest or inhibit the dental diseases; second, 
to exercise the mouth, jaws and teeth vigor- 
ously through the normal function of chewing, 
giving tone and strength to the muscles, favor- 
ing bone growth, and activating the circula- 
tion; third, to inculcate mouth hygiene practic- 
es early in life, continuous enough and correct 
enough to keep this organ free from disease; 
and, fourth, to consult a dependable dentist at 
periodic intervals for the purpose of discover- 
ing incipient disease and utilizing prophylac- 
tic procedures to prevent or inhibit further 
damage to the dentition. : 

These four points constitute the elements of 
the educational activity which the Good Teeth 
Council for Children, Inc., is advocating in its 
program for preventing denta! disease. If they 
are all followed methodically and faithfully, 
there is reason to expect that one may reach 
the end of life’s journey with his own teeth. 

The establishment of such practices must be 
accomplished by discipline, first, by a superior 
authority and later by self-authority. There is 
plenty of evidence to support the statement 
that dental disease can be prevented if these 
practices are followed out efficiently and con- 
scientiously. 

The tools which should be used are health 
education, supplemented by health service. 
The latter has value as a teaching procedure 

and also has merit in itself. For unless the in- 
dividual is aware of health as something posi- 
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tive, not just as absence of disease, all preven- 
tive measures seem superfluous to him. 

Putting the knowledge we now possess on 
the subject of prevention of dental disease in- 
to good use is one of the major unsolved prob- 
lems in public health today. The cooperation 
of the home, the schools and the health depart- 
ments will be required in its solution. 
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THE CURABILITY OF TUBER- 
CULOSIS OF THE BOWEL 


S. H. WATSON, M.D., and 
W. R. HEWITT, M.D. 
Tucson, Arizona 


(Read at the Forty-fourth Annual Meeting of 
the Arizona State Medical Association, Phoenix, 
Arizona, April 26, 1935; from the Tucson Clinic.) 


In the Southwest where pulmonary tuber- 
culosis constitutes a large part of the daily 
routine of the average medical man, it would 
seem a foregone conclusion that the curability 
and treatment of secondary intestinal tubercu- 
losis should be well understood. That it may 
not be is possible, in the light of pessimistic re- 
ports that have recently been published, and 
these, in spite of the evolvement within the 
past 10 years, of convincing evidence of a mode 
of treatment, which gives a favorable progno- 
sis to the sufferer from tuberculous intestinal 
disease. 

For many years it was thought, and with 
just'fication, that the onset of intestinal tuber- 
culosis meant death. This thought is still valid, 
if the diagnosis is made when profuse diar- 
rhea, high temperature, severe abdominal pain 
and general wasting, are in evidence. These are 
signs of far advanced intestinal ‘disease, which 
are comparable to a group of chest symptoms, 
indicating a pulmonary condition which is de- 
cidedly hard to cure. 

That there is a parallel between the status of 
pulmonary tuberculosis 30 years ago and in- 
testinal tuberculosis today has been suggested 
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by many writers. The reluctance years ago to 
make the diagnosis of pulmonary tuberculosis 
until tubercle bacilli were found in the sputum 
is simulated now in the hesitancy and timidity 
in making the diagnosis of intestinal tubercu- 
losis. The hopeless prognosis many years ago 
in tuberculous lung involvement parallels the 
hopeless prognosis held for such intestinal! in- 
volvement in many quarters now. There is no 
excuse for this. 

Pulmonary tuberculosis in its early stages is 
today the most curable of chronic, serious, dis- 
eases. Almost the same may be said of intes- 
tinal tuberculosis, (acute progressive type ex- 
cepted) barring a lung infection which will of 
itself kill. 

Present tested methods of diagnosis and 
treatment, comparable in efficiency to those of 
modern medicine in gerieral, should remove 
the fear of intestinal tuberculosis, just as the 
fear has been removed from pulmonary tuber- 
culosis. It should be kept in mind, however, 
that the symptoms of irremedial tuberculous 
disease of the bowel, which are all too evident, 
should be waited for only if one wishes to sign 
the death certificate. Interest lies in the early 
disease—the limited disease—the disease at a 
stage when it takes all diganostic acumen, to 
know, whether or not tuberculous ulceration 
is really beginning. The inception may be in 
small processes not accompanied by a path- 
ognomonic syndrome. 

It is not the purpose of this paper to tell how 
to make a diagnosis of tuberculosis of the bow- 
el, but since early diagnosis is of the utmost 
importance in considering curability, it comes 
within the realm of our subject to make a plea 
for its early determination. To know that the 
process occurs in approximately eight per cent 
of pulmonary cases, makes it requisite to select 
for adequate bowel examination with the 
x-ray all cases suggesting the disease. 

This discussion throughout is understood to 
be confined to ulcerative tuberculous disease 


In the diagnosis, examination of stools and 
other usual laboratory procedures are of value. 

Unfortunately too, ulcerative intestinal tu- 
berculosis supplies a confusingly inconsistent 
group of symptoms. These symptoms seldom 
begin suddenly. Erickson’ points out that the 
onset is insidious in 34 per cent of the cases, 
and this about parallels our own findings. The 


and not the rarer hypertrophic stenosing type. . 
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disease at its beginning may resemble disturb- 
ances of only passing importance, perhaps only 
indefinite symptoms of indigestion. It may be 
that no symptom is present to indicate exten- 
sive disease. 

The clinical symptoms are rarely important 
in establishing a diagnosis but are to be care- 
fully noted in selecting cases for diagnosis by 
the x-ray. Most commonly we find that the 
symptoms of greatest importance in suggest- 
ing x-ray investigation are anorexia, nausea, 
diarrhea, pain, and irregular temperature. 
Often failure to improve in a patient, who has 
been previously improving, with gas, disten- 
tion, belching, and slight discomfort following 
meals is highly significant. “Change in bowel 
function” is a warning. 

After a consideration of all clinical data, 
however, no definite diagnosis can ever be 
made—unless the disease is so advanced that 
it is hopeless—without the x-ray. The clinical 
symptoms mentioned are to be considered sole- 
ly as warning signs which demand x-rays of 
the bowel; only by these x-rays can the diag- 
nosis be made certain. Stierlin’, in 1911, was 
the first to publish a theory on x-ray diagno- 
sis of intestinal tuberculosis. The method put 
forth by Brown and Sampson’ has checked 
well with findings at autopsy and operation in 
other capable hands, as well as in their own. 
The method depends on the detection of al- 
tered motility and filling defect, or deformity 
and spasm, indicating an ulcerative process. 
An ulcerated bowel is irritable, and refuses 
to retain barium, a normal length of time, eith 
er in isolated segment or in whole. Upon this 
finding the diagnosis is based and normal vari- 
ations must be understood. 

In tuberculosis of the bowel, according to 
our experience of the past 10 years, we have 
an almost specific when begun early and cor- 
rectly administered. This statement is made 
knowing that the evaluation of any type of 
therapy is notoriously uncertain. 

The treatment is light therapy, with direct 
reference to artificial light therapy, in con- 
junction with dietary and medicinal care. The 
method is not new. Rollier’ between 1903 and 
1913 treated 16 cases of ileocecal tuberculosis 
with sunlight. The value of sunlight in bone 
and joint tuberculosis and urogenital tubercu- 
losis is unqusetioned in authoritative refer- 
ences. Artificial light therapy has been in wide 
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use for 12 to 15 years. Its value in intestinal 
tuberculosis is becoming unquestionable. The 
number of cases of curable pulmonary tuber- 
culosis, which die of intestinal tuberculosis, 
even though we expect to save many more ad- 
vanced lung cases than formerly, is now mini- 
mal compared with even a few years ago. This 
is wholly due to our new conception of intes- 
tinal tuberculosis as a curable disease. This 
new concept is because of improved diagnostic 
methods and the knowledge of curative trear 
ment. 

The quartz mercury vapor lamp, emitting 
a high percentage of ultra-violet rays, is best. 
The sun obviously emits rays of the whole 
spectrum and the carbon arc most nearly ap- 
proaches it. In the disease under considera- 
tion, for some unknown reason, an excess of 
ultra-violet rays is desirable. 

In administering the lamp, the chest should 
be covered with a close-fitting sleeveless jac- 
ket of double thickness white sateen. Dark 
glasses should be worn to protect the eyes. The 
schedule of treatment is begun with one-half 
to two, minute exposures (depending on the 


type of skin) to front and to back at a distance © 


of 30 inches. Time of exposure is increased by 
one-half to two minutes daily. Burning should 
never occur. When the time of exposure has 
reached 30 minutes to both front and back, the 
lamp should be slowly, gradually, dropped to 
20 inches distance and the time kept the same. 
The amount of light is inversely proportion- 
al to the square of the distance from the 
source. Brown and Sampson remind us that 
this point has its application in that when a 
patient tires with the usual one-hour exposure, 
the same quantity of irradiation may be ob- 
tained by decreasing the time as desired and 
also decreasing the distance according to the 
law. 

In considering therapy by direct sunlight it 
is imperative to bear in mind the frequent del- 
eterious effect on the lungs. It is our opinion 
that direct sunlight should not be used in this 
disease, unless for some reason it is impossible 
-to secure a lamp. In such an event, most often 
necessitated by economic conditions, the use 
of direct sunlight must be attempted but it 
must be done carefully under close observa- 
tion—never forgetting that there is a definite 
risk of making the lung condition worse. 

Light therapy should not be the only. con- 
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sideration in treatment. A soft low-residue 
diet is, we find, an important help to the ulcer- 
ated mucous membrane and a boon to the pa- 
tient’s comfort. Medicinally, antispasmodics, 
bismuth and opium are valuable. Intravenous 
calcium therapy, by lowering the threshold of 
irritability of nerve centers, is of indisputable 
aid in diminishing the frequency of the stools 
and relieving pain and nausea. High vitamin 
intake supplied by cod liver oil and tomato 
and orange juice as advocated by McConkey’, 
is of extreme value and should always be giv- 
en when possib'e. Pnuemo-peritoneum, in spite 
of encouraging reports, seems not to have the 
logical basis in the treatment of a tuberculous 
bowel, which it has in peritoneal involvement. 

The pioneer work in treatment as well as in 
the d'agnosis of tuberculosis of the bowel must 
be attributed to Brown and Sampson and their 
associates. A large amount of scientific statis- 
tical evidence has been recorded by them. They 
state, in many instances of concomitant pul- 
monary and intestinal tuberculosis where the 
disease in the lung has caused death, that 
there is evidence of healing, and sometimes of 
complete healing of the intestinal lesions. 
Brown and Sampson‘ report that 103 (38 per 
cent) of 271 patients, after eight to 10 months 
of treatment, presented normal films, and that 
this wes coincident with symptomatic improve- 
ment. More cases of healing intestinal tuber- 
culosis have been reported the past decade 
than in all previous time. One hundred eighty 
cases were treated in Saranac Lake Village 
and 29 were untreated; of the untreated, 17 
per cent are living and 83 per cent are dead; 
of the treated, 65 per cent are living and 35 
per cent are dead. Bonafé’ states the cure of 
intestinal tuberculosis shall not be considered 
impossible. Edgar Mayer’ reports his most fa- 
vorable response from quartz mercury vapor 
light has been encountered in intestinal tuber- 
culos's. Numerous other authors are consist- 
entiy optimistic. The excellent results we have 
been getting for about 10 years confirm these 
sanguine reports. 

The discrepancy, then, in the evaluation of 
light therapy is difficult to explain, except on 
the basis of non-application of the principles 
originally put forth. The time has come when 
the prognostic and therapeutic ideas concern- 
ing the tuberculous bowel still held by many, 
must be modified, in spite of lack of adequate 
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evidence of anatomical check at surgery and 
post mortem. 

Ulcerative tuberculous disease of the bowel 
is a complication, usually, of extensive pul- 
monary tuberculosis and, as in many compli- 
cations in medicine, prophylaxis is the first line 
of defense. This often means stopping of the 
constant stream of tubercle bacilli to the in- 
testine from cavitation and exudative lung pro- 
cesses by collapse therapy. Just as the treat- 
ment of laryngeal tuberculosis in advanced 
lung cases is collapse therapy, so the treatment 
of intestinal tuberculosis in such cases begins 
with collapse therapy; the intestine has smal] 
chance of healing when being fed, with literal- 
ly, billions of organisms. 

Let us say finally then that tuberculosis of 
the bowel should never more be allowed to 
progress to its late stages nor be accepted as 
one of a series of events ‘in a terminal case, but 
should be treated intensely, expecting a cure. 


SUMMARMY 

Tuberculosis of the bowel is, in the majority of 
cases, curable. 

It must, however, be treated reasonably early— 
just as in pulmonary tuberculosis the earlier the 
treatment is started the easier and the surer the 
cure. 

The associated lung condition should be not too 
far advanced. 

The accepted measures for curing tuberculosis 
of the lungs are not sufficient. An additional de- 
finite, but very simple, plan of procedure must be 
followed. 

Bed rest, good food and fresh air, constitute the 
backlog of treatment; but in addition there must 
be used: 

Light-therapy—preferably with the quartz mer- 
cury vapor lamp; soft, low-residue diet. 

Excess vitamins—A, C and D provided by cod 
liver oil, with orange or tomato juice. 

110 South Scott Street. 
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Discussion found after Dr. Flinn’s paper in next issue. 


HEAT IN PELVIC 
INFLAMMATION 


(Description of Cheap, Efficient Apparatus.) 


H. M. PURCELL, M.D. 
Phoenix, Arizona 


I wish to discuss the application of heat in 
pelvic inflammation in both the male and fe- 
male. In the female this includes cervicitis, 
metritis, parametritis, salpingitis and pelvic 
peritonitis, gonorrheal and non-gonorrheal, 
acute and chronic. In the male, prostatitis and 
seminal vesiculitis. Heat in these conditions 
has been used since earliest times and is rec- 
ognized as the best treatment in the chronic 
forms and, with proper application, has recent- 
ly been found most efficient in the acute stage. 
A new method of application of heat in these 
conditions, together with apparatus recently 
developed to apply it, more particularly, the 
apparatus as developed by me is presented 

By far the majority of pelvic inflammation 
is gonorrheal and it is in this class that heat 
seems to be specially effective. There is con- 
siderable disagreement as to its mode of ac- 
tion. The gonococcus is known to be easily 
killed by heat; but just what temperature is 
needed is set at widely different points by 
various investigators. To my mind it is doubt- 
ful if the heat developed even by this machine 
is sufficient of itself to kill gonococci in the 
tissues. An important effect is the increase of 
blood supply to the diseased tissues. This re- 
sults in an absorption of exudates with relief 
of swelling and congestion, and rapid return 
to normalcy. 

The mode of application of heat to the pelvis 
has varied from time to time. Hot sitz baths 
and douches were undoubtedly of benefit. Hot 
shot were at one time poured into the vagina 
to give prolonged heat and distention. Douch- 
es have been used with various kinds of appli- 
cators to close the vaginal introitus, since the 
vulva cannot stand as much heat as the vag- 
ina. This method has been unsatisfactory on 
account of leakage and the quantity of water 
required. I had one patient who made a com- 
plete recovery from badly infected tubes by 
using a five-gallon can as a container and add- 
ing hot water as she could stand it—in this way 
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Insulated jug reservoir. 

Insulated conducting tube. 

Applicator, vaginal. - 

Discharge tube. 

Discharge level, adjustable. 

Bucket to receive waste water. 

Tube to waste bucket. 

Glass tube as used in simplified discharge 
level, which may be used in place of E. 


A. 
B. 
Cc. 
D. 
E. 
F. 
G. 
H. 


prolonging her douche to an hour. This is the 
only case, to my knowledge, with the perse- 
verance necessary for such a_ procedure. 
Douches have, therefore, limited value in the 
development of heat to the pelvis. t 
Other modes of heat have had varied popu- 
larity. Diathermy, by pads to the abdomen 
and back, or with an electrode in the vagina or 
rectum, has been used. However, the heat de- 
veloped at the desired point is not under con- 
trol; it usually falls far short of that neces- 
sary, or results in burns. It requires expensive 
apparatus and much time for application. 
Radiothermy is being developed but is still in 
an experimental stage. It also requires expen- 
sive apparatus and I doubt that it ever can be 
as efficient as the apparatus I shall describe. 
Infra-red generators have been used but the 
results are negligible. Generalized hyperther- 
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mia is probably of some value but cannot be 
carried to the high temperature possible with 
localized heat to the pelvis and apparently the 
higher the localized heat, within safety limits, 
the better the results. 

I have always thought that heat to the acute- 
ly inflamed prostate was the ideal treatment. 
I have tried various methods of its application, 
including hot enemata, rectal irrigations, with 
and without prostatic applicators, infra-red, 
diathermy, with various applicators including 
some of my own design, and the Bradford- 
Lewis prostatic heater. None of these devel- 
oped proper heat to the prostate as determined 
by experimenting on myself. I finally decided 
that hot water, if the temperature could be 
properly controlled and a suitable mode of ap- 
plication developed, would be the ideal treat- 
ment. After considerable experimenting I de- 
veloped the present apparatus which I find 
very efficient. 

The apparatus consists of a two-gallon in- 
sulated jug, an insulated conducting tube, an 
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. Condom. 
Outlet catheter, 22F. 
Inlet catheter, 12F. 
C’. End of catheter closed, openings on side. 
Cc”, Open end. 
Two hole rubber stoppers. 
. Tubing to insulate catheters. 
Thread holding condom to stopper. 
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applicator encased in a condom, an outflow 
tube with adjustable discharge level, and a. 


bucket to receive the waste. The insulated jug 
assures the temperatures remaining practical- 
ly constant for a treatment of 45 minutes. 
The insulated tube to the applicator al- 
lows practically no drop in temperature of the 
water. The condom of the applicator is so thin 
that there is good conduction of heat to the 
tissues and, if little pressure is used, the bot- 
tom of the applicator assumes the shape of the 
prostate, insuring transmission of heat to all 
parts of the gland. 

After using this apparatus for some time 
with complete satisfaction, I decided that it 
would be of great benefit in the female and 
arranged a similar applicator for the vagina. 
In this case I found that, by raising the outlet 
tube one foot above the applicator, a better 
distention of the vagina took place and al- 
lowed better transmission of heat. 

About this time, some six months after the 
development of my apparatus, I received an 
advertisement of an Elliott machine with sev- 
eral references to articles published on his 
method of treatment. On reading these I found 
that his treatment consisted of essentially the 
same principles of treatment that I had been 
using, but that he pushed the temperature 
much higher. Some users claim that gonor- 
rhea in the female can be cured by this treat- 
ment alone in about 30 daily treatments, and 
that it is of great benefit in all pelvic inflam- 
mation. His machine consists of a tank with 
electric water heater and thermostatic con- 
trois. There is a motor to circulate the water 
through the applicators. Both rectal and vag- 
inal applicators are of rather thick rubber. 
Pressure meter, thermometer and valves are 
on the machine. 

Treatment is started at 120 F. and gradually 
increased until a top temperature of 130 F. to 
even 135 F. is reached in 20 minutes and kept 
there for the rest of the treatment of an hour. 


This high temperature will not result in burns, . 


it is claimed, if proper time for tempering of 
the tissues is given and there is proper disten- 
tion of the parts—two pounds being recom- 
mended. 

After reading these articles, I began using 
higher temperatures and found results much 
better and, although I cannot agree with cer- 
tain claims made, I do believe that it is a 
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great forward step in the treatment of pelvic 
inflammation. I have been using this treat- 
ment for a year in salpingitis cases and, as a 
result have had no occasion to operate upon 
such a case. I am of the opinion that it will 
eliminate the necessity for such operations in 
practically all cases. 

The following case history is rather typical 
of the results in acute salpingitis. Mrs. H. was 
seen on April 30, 1934, with history of dis- 
charge since last menses. Smears were posi- 
tive for gonorrhea. There was a slight fever 
with slight tenderness and thickening in the 
right tubal region. She began menstruating 
the next day and the left tube became acute 
with temperature of 101 F. She was put to 
bed with ice cap and Fowler position with 
slight improvement but temperature remained 
about the same. Heat treatments were started 
on May 14, 1934 at a rather low temperature— 
about 114 to 116 F. in the vagina. This was re- 
peated daily with little if any improvement. 
The temperature in the applicator was then 
raised to 120 to 122 F. with immediate im- 
provement and return of the patient’s temper- 
ature to normal after second treatment at this 
high temperature. Daily treatments were con- 
tinued for a month. Smears were then nega- 
tive. Examinations were repeated after each 
menstruation for six months with negative 
findings. Bimanual examination showed tubal 
regions normal. Patient was discharged as 
well. 

The following illustrates the results with 
non-gonorrheal inflammation. Mrs. O. first 
seen on July 17, 1934, with acute generalized 
infection following instrumental childbirth two 
weeks before. Infection became localized in 
deep structures of left thigh, requiring drain- 
age of a large amount of thick pus on August 
11, 1934. On August 27, 1934, abscess had de- 
veloped in right breast and was opened with 
drainage of thick pus. On August 29, 1934 ten- 
der mass appeared in right side of pelvis with 
temperature of 100.2 F. Heat treatments were 
started immediately and continued daily when 
possible. Temperature became normal in a 
few days and mass gradually subsided. Smears 
were negative for gonorrhea on this case. 
Without this treatment, I feel certain, the pel- 
vic inflammation would have required drain- 
age as had been necessary in the abscessed 
thigh and breast. 


4 
i 
* 


¢ 
ith 
the 
its, 

nt. 
on, 
ith 
ed, 
ing 
rd- 
el- 
ed 
led 
be 
ap- 
at- 
de- 
ind 
in- a 
an 
| 
4 


284 


In the first case recited it is shown that in 
order to get proper results the temperature of 
the vagina must be raised to about 122 F. and 
I have found that a temperature of 123 F. will 
result in a burn of the vaginal wall. These 
burns, in my experience, were superficial and 
resulted only in a thin, profuse discharge with- 
out pain, but, nevertheless, are not desirable 
and seldom necessary. The high temperature 
of 130 to 135 F. recommended by the users of 
the Elliott machine refer to the temperature as 
recorded in the thermometer in the machine 
and are not the temperature applied to the 
vaginal wall; there are several feet of non- 
insulated rubber tubing and a thick rubber 
wall of the applicator which cause a difference 
of several degrees between the temperature of 
the water in the machine and the effective 
temperature against the vaginal wall. In the 
Elliott machine there is no method of determin- 
ing the actual temperature against the vaginal 
wall which can be accurately and easily de- 
termined with my apparatus. The same is true 
as to the distention of the applicator—and so 
the vagina and rectum. The rectal applicator 
of the Elliott machine is flat and does not con- 
form to the shape of the prostate. 

I had the opportunity to test out two makes 
of the Elliott machine on acute salpingitis pa- 
tients to whom I had been giving heat treat- 
ments for some time, and both stated that ev- 
ery pulsation of the motor-pump could be felt 
and was painful. 

There are other disadvantages to the Elliott 
machine. It is very noisy. There is danger of 
electrical shock should the patient touch a 
“ground”—ordinary water being a good con- 
ductor of electricity. The two pounds pressure, 
should the outlet tube become obstructed, will 
build up-to a much higher pressure, and this 
might easily rupture the vagina or rectum. 
This could easily take place by the kinking of 
the tube on movement of the patient. Practic- 
ally constant attention is requried with the Ei- 
liott machine while I spend only about five 
minutes actual time per treatment. The worst 
that could happen with my outfit, and it has 
not happened with me, would be a wet pa- 
tient. Another item is the cost of the machine 
—the Elliott machine from $150 to $225, while 


an outfit such as I have described may be as-- 


sembled by the doctor for a total cost of around 
10 dollars. 
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I would sound a note of warning in the use 
of this method of treatment regardless of the 
type of outfit used. We are dealing with an 
agent which in order to get the best results 
must be used at a temperature closely ap- 
proaching that which will cause destruction of 
tissue. This is not a treatment to be relegated 
to a poorly trained assistant but should have 
the personal supervision of the physician. 

In conclusion, I believe that a new era has 
developed in the treatment of pelvic inflam- 
mation by application of an old principle— 
HEAT—in an improved manner. This meth- 
od permits accurate temperature regulation, 
efficient transmission of the heat to the pelvis, 
and with a maximum of comfort—the patients 
frequently falling asleep during the treatment. 
It will make unnecessary the majority of ab- 
dominal operations in women and will restore 
fertility to many women otherwise doomed to 
a childless marriage. Likewise, it is the most 
efficient method, to my knowledge, of apply- 
ing heat to the prostate and seminal vesicles. 


DISCUSSION 


PRESTON T. BROWN (opening discussion): 
The importance of conservative treatment in pel- 
vic inflammatory diseases has been emphasized 
for many years. However, it is not yet entirely 
accepted. Dr. Purcell has made a valuable con- 
tribution in introducing this important subject. 
The value of heat in acute and chronic conditions 
has been shown for a long time, the electric oven 
of Gellhorn, and the various diathermy machines 
having been formerly the most effective method. 
The results reported following the use of the El- 
liott machine in the Bellevue Hospital and the 
Mayo Clinic surpass those obtained by any other 
method of treatment, and I have had sufficient 
experience with it to feel that these results can be 
obtained in general practice. Unfortunately, the 
machine is expensive, and the adjustments require 
close observation by the physician himself. The 
simple apparatus presented by Dr. Purcell over- 
comes both of these drawbacks; it is small, and 
it is practically self-regulating and absolutely safe. 

In addition to the use of pelvic heat applied in 
this manner, I suggest the injection of non-specific 
proteins in those patients on whom the tempera- 
ture is not markedly elevated. Here also the cheap- 
est and simplest medium has beeh shown to be the 
best, namely, de-fatted milk sterilized in the phy- 
sician’s office. Dr. Purcell’s contribution is a val- 
uable one. I hope that many of the listeners will 
adopt it, and report their results at next year’s 
meeting. 

DR. DAVIS: I am especially interested in the 
common sense Dr. Purcell has shown in assembling 
his machine. Heat treatment in the pelvic cases 
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presented is valuable. Most of us are blameworthy 
for the methods employed in administering heat. 
They are not wholly efficient, and are costly. The 
great simplicity and low cost of this machine 
should give it wide use. I sincerely congratulate 
Dr. Purcell on his contribution to medical science. 

DR. DUNCAN: Gee! that’s simple now that I 
see it. This is far more simple than the Elliott 
machine which is rated the best for this treat- 
ment. The application of heat has been effective 
in pelvic and prostate inflammation. Dr. Purcell 
would render the profession an additional service 
by making drawings of his machine available to 
us all. 

DR. O'LEARY: How sure can one be of the 
durability and dependability of the rubber condom 
used in your machine, Dr. Purcell? To avoid acci- 
dent to the patient is of importance. 

DR. WILKINSON: I have used hot vaginal ap- 
plications for 25 years. I should like to ask Dr. 
Purcell why he does not use the usual hard rub- 
ber tip? 

DR. PURCELL (in conclusion): Thank you. 
gentlemen, for your complimentary discussions. Re- 
plying to Dr. O’Leary. The condom is tested each 
time just before insertion as this is necessary to be 
sure no air remains in it—the slightset amount 
of air in the rectal applicator will cause it to burst 
on insertion. I boil the applicators after each 
treatment and the condoms will usually last a 
dozen treatments before needing replacement. 
Should one break it would only mean a wet pa- 
tient but it has not happened to me. Answering 
Dr. Wilkinson as to the hard rubber double outfit 
to close the vaginal introitus, I have not used them 
but they would require at least five gallons of wa- 
ter which would be hard to keep at the right tem- 
perature. Leakage would be almost certain if any 
distention of the vagina was obtained and the 
vulvae cannot stand the high temperature necessary 
for satisfactory results. An important point with 
my apparatus is that not more than five minutes 
of the doctor’s time is required for each treatment. 

Note: Dr. Purcell will gladly send any physician 
complete instructions as to construction and op- 
eration of this outfit. 


HEALTH PUBLICITY IN NEW 
MEXICO HEALTH DISTRICT 


SALLY LUCAS JEAN 
Health Education Supervisor, United States 
Indian Service. 


(Presented before New Mexico Public Health As- 
sociation, Santa Fe, New Mexico, April 30, 1935.) 


The initial step in any effort to improve 
conditions is to ascertain facts. This has re- 
cently been done in New Mexico regarding 
health and the facts disclosed are such that we 


know there is a remedy at hand to prevent 
and cure each phase of the diseases found. 
The problem lies in finding the way to interest 
the people to apply these proper remedies. 

Health legislation requires conviction on the 
part of the tax payers as appropriations are in- 
volved, and conviction is brought about 
through application of well known psychologi- 
cal principles. Legislation once secured, it is 
the business of the appointed officials to en- 
force the laws. All too often laws are changed 
and the funds requested slashed to an extent 
which prevents carrying out fully the law’s in- 
tent. 

All health officials are familiar with this sit- 
uation, and have learned to adjust their efforts 
in enforcing laws to the funds made available. 

Experience indicates that health is purchas- 
able, but this is true only in proportion to the 
vision, training and human understanding dis- 
played by leaders handling the funds. 

The leader who understands human reac- 
tions, and has the scientific knowledge neces-- 
sary to grasp the relative importance of the 
problems involved, can utilize small funds to 
a better advantage than the untrained official, 
with a narrow conception of human beings, 
can large sums. This applies not only to those 
at the top, but to all health workers. 

Personal conviction is one important phase 
of securing legislation and appropriations as 
well as in the application of the laws of health 
in the lives of the people. Enthusiasm can be 
placed in importance next to knowledge of the 
subject, but unfortunately our medical and 
nursing schools do not include courses to de- 
velop enthusiasm. Indeed the tendency has 
been to disparage emotional displays of any 
kind in the scientifically trained. 

Beliefs and practices are not effected with- 
out an emotional stirring of the individual in- 
volved, and it is incumbent upon health work- 
ers to keep this fact in mind. We have a great 
commodity to sell—health—but we all too of- 
ten use the 1875 methods of merchandising. 

Advertising experts boast of being able to 
sell any article, the sales being in proportion 
to the number of times the name of the article, 
with its advantages, can be placed before the 


prospective buyer. Variety in methods of pre- 


senting these virtues is the work of trained 
persons who first acquaint themselves with ev- 
ery advantage of the scientific product, as well 
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as its weaknesses. They also become familiar 
with the prospective buyer’s tastes and ideas. 
Then the art of the writer, the artist, the lay- 
out staff, and the printer is brought into play, 
and what is the result? One hundred or one 
thousand or one million buyers have been se- 
cured. All of these people have been convinced 
that Mustard A is better than Mustard B, or 
that Collar A is better than Collar B. Your an- 
swer to this may well be that the health offi- 
cials do not have the funds to pay for expert 
copywriters, artists, layouts and printers. That 
is true; but the principles used by the adver- 
tising expert can be understood even by an 
amateur through any of the authoritative 
books on the subject. Rare, too, is the locality 
where at least one socially minded advertising 
expert can not be commandeered for service 
to his community. 

So much for the printed word—one only of 
the variety of methods used to convince the 
public, and one most often abused. The late 
Dr. Vaughan said “we will some day give as 
much space on the front page of our newspa- 
_ pers to health reports as we now do to sports 
or weather.” 

Another well known psychological principle, 
in selling through conviction, is that of per- 
suading the victim to “try it once.” 

A well known health educator, representing 
officially a state extension division, proposed 
to a local medical society that each doctor do- 
nate enough time to health examinations of 
school children to demonstrate the value of a 
complete health examination of as many chil- 
dren as were examined, rather than a superfi- 
cial inspection of all children at certain inter- 
vals as required by law. She urged that they 
supply a desirable “sample” of their work free 
to the parents of the township so that they 
might be convinced as to the value of a thor- 
ough health examination of all school children. 

The result was an appropriation the next 
year to cover the cost of adequate medical 
service for the schools of that town. 

It is necessary to have the goal set by the of- 
ficials responsible for the program—the near 
and far objectives; but these must be placed 


before each individual composing the public, 


so simply and concretely with practical sug- 
gestions as to the part each member of the 
community is to play that they cannot escape 


understanding the relation of the objective to 
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their own lives. 

For instance: A sewer system is desired, and 
it seems reasonable to expect that this may be 
brought about in five years. That presents the 
far objective to be sold to the public during 
the five years, but it is essential in the interval 
to have individual house owners erect sanitary 
toilets. This is the near objective which can 
readily be related to individual health and to 
life itself. 

Hand washing facilities for the public out- 
side of their homes has become an essential 
health factor; what do we do about it in pub- 
lic buildings—railroad stations, restaurants, 
hotel kitchens, schools and comfort stations? 
Again public health knowledge has far out- 
stripped practice. Look into it for yourself. 
You will find cold water or soap or soap and 
water and occasionally towels but seldom warm 
water, soap and towels available. We are well 
aware that hand washing after toilet and be- 
fore food is one means of breaking the chain of 
infection but it is rare indeed to have all facil- 
ities so conveniently arranged in public build- 
ings that it is a pleasure to utilize them. 

If it is a matter of expense make facilities 
available for a penny and create a sensitivity 
to the importance of hand washing and the 
public will pay for the convenience as they 
now pay sales tax—not willingly perhaps at 
first but appreciably as they grow accustomed 
to the convenience. 

Perhaps you have a law that covers restau- 
rant and hote!, dish washing; most states have 
such laws which are adequate but which they 
cannot enforce. Public opinion can be created 
through civic groups surveying conditions 
that unearth such loose practices that the cit- 
izens will demand the obeying of the law. Most 
of us object to eating from china, glass or sil- 
ver that has been used by others but we ac- 
cept soda water and other delectable foods fro:n 
utensils which have not been scalded because 
the service looks sparkling and clean and a 
white coat or crisp uniform is worn by the at- 
tendant. 

Years of experience in developing school 
health programs lead me to the belief that 
one important method of convincing the pub- 
lic regarding the value of public health meas- 
ures and personal health practice is to train 
teachers to teach health to children as they 
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accomplish much: First, by firing the child’s 
imagination regarding scientific facts as it af- 
fects the child’s own health and second by in- 
ducing the child to try certain health practices 
which will in themselves result in the pleasur- 
able reactions necessary to establish a habit. 
The influence of the child upon the home is 
enormous; one child convinced and willing to 
observe health laws furnishes a powerful lever 
to convert the adults of the family as to the de- 
sirability of pubic and personal health prac- 
tices. If all who have had years of training and 
experience in the promotion of public and per- 
sonal health were to expend as much energy 
on making health fashionable in popularizing 
it—as we now do in considering methods of 
curing disease, there would be less disease to 
conquer. 

Sunshine—ultra-violet rays for instance— 
has become known to everybody as of a cer- 
tain health value—indeterminate it is true, but 
having a distinct part in any health program. 
Soap and water cleanliness also has begun to 
take its place as a preventive and curative 
agent but we still have to endure in public 
toilets—even in our schools and in public con- 
veyances—odors which are supposed to indi- 
cate disinfection, while we know that sunshine, 
soap, and water are all the disinfectants re- 
quired. 

When we can create in the mind of every 
child an interest in the scientific facts which 
lie back of all public and personal health meas- 
ures and establish an attitude on his part which 
will insure a continuous awareness of the im- 
portance of scientific discoveries, we can then 
expect within a few years an adult world un- 
willing to follow health fads and fancies but 
rather supporters and torch bearers to insure 
a maximum of health for all the people. 

Detailed Suggestions: Health Publicity in a 
New Mexico Health District involves all of the 
principles enunciated here: 

lst—Determine the objective for the tt 
five years then break this down into those 
phases needing immediate action. 

2nd—Clearly state these to the people, em- 

phasizing one at a time until interest is dem- 
onstrated regarding at least one important 
phase. 

3rd—Credit this awakening interest so that 
the people who have become aware will know 


now teach the three R’s. A good teacher will 


their interest is being appreciated. The un- 
awakened will respond to this subtle flattery 
and wish to get on the band wagon. 

4th—Develop a sense of satisfaction in each 
accomplishment even though meagre on the 
part of those cooperating. 

Examples: Children’s efforts to follow the ad- 
vice of health authorities should be played up by 
news items “such and such number of children in 
school; so and so have learned to use individual 
drinking cups or have had their tonsils out or have 
secured glasses. Mr. X has erected a sanitary toilet 
costing so much, giving actual figures.” 

5th—Furnish schools seasonable material on 
one subject at a time, which will guide the 


‘teachers in their efforts. 


Example: Fly campaigns in the spring. Encour- 
age surveys by school children to locate fly breed- 
ing spots. Send their reports to health officer. 
Of course, swat the fly and fly traps are of value, 
but the prevention of breeding is the important 
phase to be emphasized. Give publicity to the re- 
ports. 


6th—Secure a specific space in each district 
for a bulletin board; report here weekly on 
health achievements. The people will be as 
interested as they are in “Mr. and Mrs. Brown 
visited Santa Fe last week.” 

Example: Committee meetings of the local peo- 
ple on any phase of health. Doctor’s visit to school. 
Dentist’s visit to school. Return from hospital. 
Cured Mr. K. New apparatus placed in certain 
store to improve sanitation. Screens have been 
put up on Mr. S’s shop. The well has been clean- 
ed. A new bucket for the well has been procured. 
A cover for the well has been made, etc., etc. 

7th—Endeavor to get your goal only as high 
as it is reasonable to expect can be accomplish- 
ed so that the people can observe the improve- 
ment and be encouraged by their sense of sat- 
isfaction in achievement. Strictly adhere to 
the rule of crediting members of the lay group 
with a part in the improvement, keeping the 
names of officials in the background. 

This is difficult because the press prefer of- 
ficial names but the bulletin board offers an 
opportunity to do this and the local press will 
cooperate in time. 

Summary: Laws covering personal and pub- 
lic health are important but they can only be- 
come effective when individuals composing 
the community desire them and are convinced 
of their value to themselves. 

Health is purchasable and large funds are 
essential to furnish health protection and health 
promotion for all the people, but it is possible 


| 
e | | | 
g 
t- | | 
al | 
: 
s? | 
it- 
If. q 
nd 
: 
ell 
of | 
l- | 
ld- 
ies q 
ity 
the 
ey 
at q 
au- q 
ave 
hey a 
ted | | 
ons 
cit- 
[ost 
sil- 
ac- 
rom 
at- 
hool 
that | 3 | 
+ 
they 


to insure the greatest utilization of such funds, 
as may be available by convincing the people 
of the value of each health measure to them- 
selves as individuals. 

We can adopt the skillful psychology of the 
advertising expert in carrying to the people 
health facts in a way which will bring convic- 
tion to them. Enthusiasm for scientific health 
knowledge on the part of health workers is an 
asset of great value in bringing about convic- 
tion to the unenlightened and superstitious. 

Trained teachers—teachers prepared to in- 
terest children in health and to furnish them 
scientific health knowledge—have an enormous 
influence upon the adults in the families from 
which the children come. One child interested 
in health and a knowledge of how to obtain 
it not only affects his elders now, but also as- 
sures more generous appropriations for pub- 
lic health when he becomes a voter. 


PERTUSSIS BACILLI IN ETIOL- 
OGY OF ASTHMA AND 
BRONCHITIS 


J. MOTT RAWLINGS 
Paso, Texas 


The following is reporting the finding of 
pertussis bacill in the respiratory tracts of four 
cases of adult asthma, showing a seeming cause 
and effect relationship. 

We also have encountered 25 cases of severe 
bronchitis in which the bacilli seemed to play 
the predominant role. 

Details of the cases will be given later in 
two successive reports. At present I shall dis- 
cuss general aspects of the cases and treatment 
that has at least been partially successful. 

Osler tells us of Balloneous who in his 
Ephemerides described whooping cough—in 
1578. Brief accounts were given by Glisson 
and by Sydenham in the following century 
while Willis in his “Pharmaceutice Rationalis,” 
second part, in 1674, gave a much better de- 
scription and called it “epidemical disorder.’ 
The disease is contagious from person to per- 
son; whole schoolrooms, dwelling houses, and 
other localities, even pediatric wards may be 
infected by one child. 

The epidemic form prevails in the winter 
and spring usually following epidemics of 
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measles. Chi’dren between the first and sec- 
ond dentition are most likely to be affected; 
sucklings are not exempt. Severe cases are 
described on those under six weeks of age; 
even adults are attacked with fatalities com- 
mon among the aged. 

The catarrhal period is the most contagious. 
The cause is stated as the pertussis bacillus, 
related closely to the influenza bacillus, and 
belonging to the hemophilus order of bacteria. 

Osler describes emphysematous changes of 
lungs, broncho-pneumonia of fatal cases, and 
enlargement of tracheal and bronchial glands 
with constant presence of bacilli between the 
columnar cells. 

Trousseau mentions the incessant character 
of the early cough and tells how severe the 
paroxysmal stage may be by describing the 
petechiae about the forehead, the ruptured 
conjunctival vessels, epistaxis, haemoptysis, 
occasional convulsions and paralysis. Hemi- 
plegia occurred in a series of 79 reported by 
Valentine, and paralysis in three of 120 cases. 

This would seem to point to the occasional 
severity of this disease among the complica- 
tions of which up to this time, asthma has not 
been mentioned. 

History: Each of the four cases of asthma 
gives a history of severe and protracted acute 
bronchitis, recurring one or several times each 
winter, and in two of the cases, since child- 
hood. The asthma has been present 38 years 
in one case, three years in another and at vari- 
able periods in between in the other two. 

Two of these four cases of asthma give a his- 
tory of whooping cough in childhood. All of 
these cases are in adults, the oldest being 45 
years of age. The rest are 44, 39, and 30 years 
respectively. 

The asthma in each has been unrelated to 
foods, dust, or pollinations, animal danders, or 
rarer substances; but instead is associated in 
each case with a severe productive bronchitis, 
and somewhat chronically sore throat. In one 
case especially, the paranasal sinuses had been 
violently and acutely involved while in a sec- 
ond case a more chronic form of sinusitis has 
been associated with acute persistent pharyn- 
gitis involving the faucial areas, the posterior 
palate, and, at times, not only the post-naso- 
pharynx but the larynx as well. The case of 

38 years’ standing frequently loses his voice 
and has signs of mild cardiac failure. 
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In each of these cases a culture was made 
of the posterior pharyngeal wall immediately 
following voluntary violent coughing. The 
swab thoroughly applied to the post pharynx, 
was immediately rubbed over the surface of a 
blood agar plate of pH between 6.7 and 7.0, 
made with nutrient bacto-peptone, bacto-beef 
extract, bacto-agar, and human blood, the 
blood averaging about five per cent of the final 
content. The plate is warmed to body temper- 
ature prior to the taking of the culture from 
the throat; it is placed immediately after in- 
oculation in an incubator at 37 degrees Fahr- 
enheit for from 30 to 48 hours. 


In addition to whatever other organisms may > 


be present, if B. pertussis is present, one then 
finds great numbers of dew-like pin-point col- 
onies just barely visible to the naked eye. 

The colonies are clear white, definitely cir- 
cumscribed, with slightly raised edges and no 
tendency to become confluent. Probably the 
most outstanding characteristic is their small 
size and tendency to grow slowly even on 
blood agar. They later take on a slightly china- 
white hue and show definitely clear areas of 
hemolysis about each colony, this zone meas- 
uring one to two mm. at the most, increasing 
slightly with age. Hemolysis is absent in some 
colonies. 

A transfer of a colony is made to a second 
similar blood plate for a pure culture. After a 
two or two and a half days growth one can be- 
gin identification of the organism. 

There appears in each case so far studied a 
zone of hemolysis about most colonies, clear 
and not discolored. These organisms, unlike 
influenza bacilli, will grow on plain agar and 
ascitic agar and will, not turn litmus milk red, 
but instead, cause a strongly alkaline reaction. 
Following growth on nitrate agar, one finds 
no reduction to nitrites by the sulphanilic acid 
naphthylamin hydrochloric acid test. Salkow- 
ski’s indol test is also negative. _ 

The organism itself is a very small, gram 
negative cocco-bacillus, tending to form chains 
in the older colonies and showing character- 
istically ploemorphism, with probably the 
greatest tendency toward a small ovoid bacil- 
lus without tendency to form pairs or groups 
of any kind but rather to occur singly. It is 
non-motile. 

These small colonies outnumbered any and 
all other organisms on the original blood plates 


—being anywhere from 20 to 100 times as nu- 
merous. 

Other organisms were always obtained after 
violent cough; nevertheless the numbers of 
pertussis bacilli were always more than all 
other organisms among our positive cases. 
The commonest associated organism so far has 
been staphylococcus aureus. 


It would be well here to state that in the 

absence of violent cough, culture of the throat 
is often negative for B. pertussis, whereas hard 
coughing produced a positive result. In one 
severe case of bronchitis associated with rhin- 
itis, B. pertussis was cultured, following cough, 
from both nares as well as from the throat. 
We are led to believe that since hard cough- 
ing gives positive findings on the blood plate 
where there was a previous negative finding 
without the cough, these organisms must com- 
monly reside in the tracheal and bronchial 
passages and not so commonly in the pharynx. 
In support of this view is work done by Dr. 
Wolbach, on the appearance of myriads of the 
Bordet-Gengou organisms between the cilia of 
the trachea and bronchi as well as in the wall 
of the bronchus itself and even at times be- 
neath the basement membrane. 
_ Therefore, if these organisms are found in 
such numbers in the bronchial secretions of 
children dead from broncho-pneumonia follow- 
ing severe pertussis, it seems not unlikely that 
in adults the organisms are likewise commonly 
located among the cilia of the bronchial pas- 
sages. 

Following the work of Dr. Sauer on the pro- 
duction of an effective pertussis vaccine made 
only from hemolytic strains with complete pro- 
tection against contagion in 29 vaccinated chil- 
dren when exposed to active pertussis, we felt 
that this vaccine, containing 10 billion killed 
organisms to the c.c. might prove of value in 
cases of asthma with B. pertussis organisms. 

Accordingly the patients were given 0.1 cu- 
bic centimeter of Sauer’s pertussis vaccine as 


put up by Lilly. Injections of 0.15, 0.20, 0.3, 
0.4, 0.5, 0.6, 0.75, 0.9, and 1.0 cc. were given. 


subsequently at four-day intervals. A most 
gratifying result took place in all cases but 
one. 

’ First Case: This man’s asthmatic attacks were 
extremely violent; we had succeeded in reliev- 
ing him completely of his nocturnal parox- 
ysms. Breathing was quiet except on exertion 
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when he exhibited a cardiac complication. He 
still had a cough with slight temperature but 
no asthma; believing that sodium salicylate 
with wine of ipecac would be helpful, this was 
prescribed, following which he went into a 
violent paroxysm of asthma. Following this 
we learned of his sensitivity also to salicylates. 
The patient continued to return for a short 
period, and with treatment improved greatly, 
but later ceased to come and he could no long- 
er be traced. His ultimate outcome is not 
known. He had an overwhelming infecion on 
cough plate with B. pertussis. He had also a 
severe associated staphylococcus aureus iniec- 
tion. His complete relief, however, for at least 
a short period from asthmatic attacks that had 
formerly kept him gasping for breath every 
night from midnight to 6 A.M., was striking. 


Second Case: Male, age 45, had whooping 
cough as a boy followed by severe bronchitis 
every winter until three years ago, when this 
became complicated by asthma attacks occur- 
ring regularly every night between 12 and 
three A.M., with exacerbations at other times 
on extreme exertion. Following the third in- 
jection of vaccine this patient ceased his asth- 
matic attacks and has not had a single recur- 
rence in a period now of over six and a half 
months. His cough has improved as well as 
his general strength and sense of well being. 


Third Case: White, female, age 39, for a 
period of around 17 years had acute colds with 
asthmatic breathing. Following an attack of 
so-called influenza in 1918, asthma became so 
severe that she could not lie down; she had no 
relief, despite radical operations on nose and 
sinuses for acute infections until bronchoscopic 
aspiration of the bronchi was performed. This 
gave almost complete relief from her severe 
and irritating cough and asthma; a second 
bronchial aspiration was performed within 
two weeks and a great deal more tenacious, 
thick, mucus was aspirated. She was greatly 
relieved for a period of months but gradually 
_ the cough and finally asthma returned. When 
we saw her six years after this bronchial as- 
piration she was suffering severely with asth- 
matic attacks, particularly at night. She gave 
no history of a relationship of asthma to food, 
pollens, dust or other allergic substances, but 
stated that whenever she had a cold the asth- 
ma would recur and that her asthma was prac- 
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tically always accompanied by catarrhal secre- 
tions in the head. 

Examination of the pharyngeal secretions 
following cough gave a heavy growth of B. 
pertussis. Treatment of this patient with B. 
pertussis (Sauer) gave almost instant results. 
In this patient there have been no acute ex- 
acerbations, but she has had a few slight re- 
currences of asthmatic breathing, everyone of 
which was relieved by further use of pertus- 
sis vaccine. 

Fourth Case: A man, age 44, gave a definite 
history of whooping cough at age of 10, asth- 
ma ensuing immediately and of such a severe 
character that his family physician found it 
necessary to give him morphine. This man 
was tested for various foods, pollens and at no 
time found sensitive. A differential count 
showed no increase in the eosinophiles. His 
constant complaint was of a sore throat and 
upper chest with irritating chronic cough. 
Wassermann and Kahn were negative. White 
count was not elevated but polymorphonuclear 
were increased. He was emphysematous and 
dyspneic particularly on exertion. The heart 
may have been dilated to the left, but no out- 
standing cardiac pathology was noted. In the 
summer of 1934 culture of his throat showed 
an overwhelming infection with B. pertussis. 
His throat was beefy red almost raw, the in- 
fection involving the posterior portion of the 
palate and pharyngeal wall. He was never 
free of bronchitis. Treatments were begun 
with pertussis vaccine in conjunction with ul- 
tra-violet light and a striking degree of relief 
was noted. Dyspnea was greatly relieved; 
much of the redness of the pharynx disappear- 
ed and a great deal of the chronic bronchitis 
was overcome. 

In addition to these cases of asthma we have 
on record 25 cases of chronic bronchitis, in 
each of whom there has been cultured a fairly 
heavy growth of B. pertussis obtained by 
swabbing the pharyngeal wall following cough. 
These cases have all received B. pertussis vac- 
cine (Sauer) and those uncomplicated by oth- 
er infections have all shown excellent improve- 
ment. 

One of these, the author, has had slight bron- 
chitis recurrently since a boy and B. pertussis 
was found in his throat. Since treatment it 
has definitely disappeared. 
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rhinitis and positive cultures were obtained 
from the throat and nasal passages. In this 
case, treatment brought complete recovery. 
He received one dose that was too much which 
for 24 hours caused an exacerbation followed 
by marked relief. 


Dosage: It has been found best to start treat- 
ment with one-tenth of a c.c. of the prepara- 
tion of Sauer’s hemolytic strains of B. pertus- 
sis in the usual case, but reducing even this 
amount in the more acute ones. Injections are 
given at intervals of not less than 48 hours and 
better 72, increasing the dose each time by one- 
tenth of a c.c. until 1 c.c. is reached; then one 
can give 1.25 c.c., 1.5 c.c., finally arriving at a 
full dose of three c.c. unless complete relief of 
symptoms has already been obtained. 

There is only one child in this series; she 
had a cough resembling the cough of pertussis 
without the whoop. Her culture was positive 
for B. pertussis. Treatment with B. pertussis 
(Sauer) completely relieved the cough, relief 
being marked after the third injection. 

Conclusions: Four cases of asthma are pre- 
sented from each of whom B. pertussis was ob- 
tained by culture of the pharynx following 
cough. The culture swab from each was im- 
mediately rubbed over the surface of a nu- 
trient blood agar plate. This showed a growth 
usually in less than 48 hours. Indol, nitrite 
and litmus milk tests were made on each cul- 
ture group for complete and positive identifi- 
cation. Gram stains and motility tests were 
also run. 

Four cases of asthma were treated with 
Sauer’s pertussis vaccine with most gratify- 
ing results in two, both having complete ces- 
sation of asthmatic attacks. The other two ob- 
tained partial relief only, but even these two 
cases showed a complete cessation for definite 
periods. 

Twenty-five cases of bronchitis were stud- 
ied, all of them showing B. Pertussis. The un- 
complicated cases were relieved by the use of 
Sauer’s pertussis vaccine. __ 

Osler: ae Principles and Practice of Med- 


0. 

(3) Ibid: Johns Hopkins Hosp. Bull. 33:149, 
1922. 

(4) Ford: Text Book of Bacteriology, pps. 117, 


607 and 611. 
(5) Personal Communication. 
(6) Sauer, L. W., J.A.M.A. 101:1449, 1933. 


NEWS ITEMS 


Dr. L. A. Hubbard and family of Albuquerque, 
have returned from a water and motor trip to 
the east coast through the Isthmian Canal and 
back from the west coast. 

Dr. W. W. Heymann of Vermejo Park, N. M., 
is in Rochester, Minn., under treatment at the 
Mayo Clinic. 

The County Board of Commissioners of Colfax, 
Harding, and Union counties, New Mexico, named 
to the District Health Board, Dr. C. R. Bass of 
Cimarron for a four year term, and Dr. C. E. 
Elliott of Raton for a two year term. 

Dr. R. J. Stroud, Tempe, Ariz., addressed the 
engineers of Phoenix on his Mexico trip having 
just returned from Mexico City, after attending 
the International Rotary convention. 

Dr. Edgar H. Brown of Phoenix, has closed up 
his office for the summer and gone to the coast. 

Dr. George M. Brockway of Phoenix, was out 
of the city during July on his vacation. 

Dr. Mayo Robb, Phoenix, Arizona, was out of 
the city during July on his vacation. 

Dr. O. E. Utzinger of Ray, Arizona, spent sev- 
eral days in Phoenix during the latter part of July. 


Cc. R. K. Swetnam, M.D., President of the Ari- 


’ zona State Medical Association, has appointed as 


advisory council to the Woman’s Auxiliary the fol- 
lowing physicians: C. A. Thomas of Tucson, Orville 
Harry Brown of Phoenix, and C. R. Swackhamer 
of Superior, Arizona. 

Dr. Charles J. Logan, who had practiced medi- 
cine in Socorro for six years, died unexpectedly at 
his home there Monday morning. The funeral was 
held at the home Tuesday afternoon. Interment 
will be in El Paso Wednesday. Dr. Logan was 
physician for the American Smelting and Refining 
Company in Mexico for 16 years, and afterwards 
practiced in El Paso. His only. survivor is his 
daughter, Mrs. Stella Boller. The cause of death 
was coronary occlusion. 

Dr. C. L. von Pohle attended the American Med- 
ical Association meeting in Atlantic City this year. 


He addressed the Chandler Rotary Club regarding 


his trip. He lives in Chandler, Arizona. 

Dr. R. D. Kennedy of Globe, Arizona, gave an 
address before the Globe Rotary Club upon the 
History of Medicine. Rotarians from Arizona, 
Oklahoma and Texas were in attendance. 

Dr. C. M. Cron of Miami, visited the Rotary Club 
meeting at Globe, Arizona in July. 

Dr. M. I. Leff of Glendale, Arizona, returned from 


‘Los Angeles the latter part of July with his wife 


and two sons, David and Jonathan. Mrs. Leff has 
been in New York for the past two years where she 
had their sons in school. Mrs. Leff and the boys 
made the trip from New York via the Panama. 

The Maricopa County Medical Society held a 
meeting during July in which definite plans were 
formulated for giving care to the low income group 
on a mutualization plan. More will be announced 
at a later date. 


291 
3. 
4 
of 
: 
\- 4 
€ 
it 
i. 
+ 
q 
e 
¢ 
— 
e 
1; 
. 
i 
; 
| 
1 
4 
n- 
is 


Printed by THE A. 


Southwestern Medicine 


Cc. TAYLOR PRINTING CO., Phoenix, Arizona 
Published monthly for the Board of Managers of the four constituent societies. 


No. 8VOL. XIX. 


AUGUS 


EDITORIAL STAFF 


Y BRO 
AWE, M D., El 


w. 
L. B. COHENOUR, M. D., Albuquerque, N.M 


WN, M D., Phoenix, Arizona. -Editor-in-Chief 
Paso, Texas. iate Editor 
WARNER WATKINS, M D., Phoenix, Arizona A iate re 
A or 
BOARD OF MANAGERS 

ARIZONA STATE MEDICAL ASSOCIATION 
Phoenix 
Prescott 

EL PASO COUNTY MEDICAL SOCIETY 
El Paso 
_El Paso 

NEW MEXICO STATE MEDICAL SOCIETY 
Valmore 
Santa Fe 


MEDICAL & SURGICAL ASSOCIATION OF THE SOUTHWEST 


Superior, Ariz. 
Deming, N. M. 


ORTHODOX MEDICINE vs. UNORTHODOX 
MEDICINE 

While educating your patients upon the dan- 

gers and disadvantages of socialized medicine, 

it is well to educate them upon orthodox med- 

icine. Tell them that the substandard practi- 

tioners of the healing art have never contrib- 

uted to the scientific advancement of medi- 

cine. Show your patients the Abstract Depart- 

ment of the American Medical Journal to give 

them an idea of the vast amount of investiga- 

tive work that is being done by doctors of med- 

icine. Tell them that in contrast to this the 

publications of the cultists are filled with their 

own propaganda which for the most part, if 

not all, is entirely falacious. 

Your patients probably do not know that the 

reasons for the existence of the cultists are 

4 that the standards for entering upon the study 

of medicine are so high and the medical cours- 

es require so many arduous years that many 

young men cannot make the grade. Then, too. 

the medical schools are able to accommodate 

but a limited number of students. The various 

cultists’. schools are finding it profitable to ed- 

ucate young men and women as sub-standard 
practitioners—under various sorts of names. 

A medical sohool requires a tremendous en- 

dowment; their professors are paid large sal- 

arise; the laboratory and clinical equipments 

are extremely expensive. The tuition paid by 

4 the medical students although high does not 

nearly pay for their education. The cultists’ 

schools have make-shift laboratory equipment 

for the most part, their buildings are relative- 

i ly inexpensive and only a small number of 

teachers are necessary, the students pay heavy 


tuition fees and as a result the operation of 
a cultist school yields large profits. It has be- 
come a regular business, if not a “racket” to 
educate young men as sub-standard medical 
practitioners. A study of the catalogues from 
these various schools proves that the “sub- 
standards” are all giving their students a smat- 
tering of medical training and a very meagre 
training at that. 

The students are not compelled to live up 
to requirements set up in the catalogue at least 
in certain instances. We wrote to one of the 
leading cultists’ schools in the United States, 
under an assumed name, several years ago, 
stating that we had had a few months High 
School training, was a plumber’s helper, and 
that we wished to study this particular branch 
of the healing art, if our education was 
adequate to admit us. A letter came back in 
a few days stating that we might enter the 
school but that we must make up our High 
School training, which might require a few 
weeks of night study. Other instances of their 
inferior standards are notorious. Any one de- 
siring more data upon these sub-standard 
practitioners and their schools can get it from 
the American Medical Association. 


THE DISTRICT OF COLUMBIA MEDICAL 
ECONOMICS SECURITY ADMINIS- 
TRATION 

This is a set-up analagous to that of San 
Diego for the specific purpose of taking care of 
three classes of patients: The indigent, the 
semi-indigent, and those who can pay reason- 
able fees on a deferred payment plan. 

The ambulatory indigents are taken care of 
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at the various hospitals doing this type of 
work, and the Community Chest pays the hos- 
pital 50 cents for each visit of a patient—for its 
facilities, and not for medical services as these 
are rendered free by the medical staff. Those 
requiring hospitalization are sent to the muni- 
cipal or contract hospitals of the District of 
Columbia. In the semi-indigent group the 
Central Administering Bureau decides how 
much of the regular hospital charge they can 
pay and the balance is paid by the Commun- 
ity Chest; the proportion paid by the patient is 
collected by the Medical Central Service Bu- 
reau which takes 10 per cent for expenses; 
medical services are rendered free to these 
patients. Members of the third group are re- 
ferred to the Bureau by their own private 
physicians or if they have no physicians they 
are asked to select from a nominated list. The 
Bureau arranges with the doctor for the fee a 
patient is to be charged and then with the pa- 
tient as to how this fee is to be paid and collects 
it. Although this system has not been operat- 
ing a great while, it gives promise of becoming 
extremely pract'cal if it is not already so. 


THE INFAMOUS BRINKLEY 


It is reported by the Kansas State Medical 
Association Journal that J. R. Brinkley has 
lost his license to practice medicine in that 
state. The Board of Medical Registration re- 
voked it and had to defend their action in 
court. Judge Johnson in rendering a decision 
had the following to say: 


“Brinkley made the practice of medicine a 
business, adopting the usual present day meth- 
ods of propaganda by use of the mail and radio 
for its development and extension. 

“These methods are not only notoriously in 
conflict with the ethics of the profession, but 
in my opinion, in conflict with the best inter- 
ests of the public, and irrespective of the value 
of the operations performed by him at the 
hospital for the amelioration of the prostate 
gland, or the benefits to individuals using pre- 
scriptions given them through radio broad- 
casts. The possibilities of injury to the general 
public resulting from such methods are so ap- 
parent that its mere statement is sufficient.” 

No doubt Judge Johnson’s decision will 
strengthen the authority not only of the Board 
of Examiners of Kansas, but of other states as 


- well, in protecting the public from quacks and 


charlatans in the future besides giving judicial 
sanction to such of our medical ethics as are 
opposed to advertising and promiscuous pre- 
scribing. 


OFFICIAL VISIT TO AMERICA OF THE 
BRITISH MEDICAL ASSOCIATION 

New Mexico and Arizona will have the hon- 
or of being visited by a group of distinguished 
physicians and their relatives and friends 
(about 130). A few hours will be spent by 
them in Albuquerque, N. M. on the tenth, and 
a considerable part of August llth at the 
Grand Canyon. It is expected that the pro- 
fession of Albuquerque will be on hand to pi- 
lot the members of the party about the city. A 
number of physicians of Arizona will be at the 
Grand Canyon to greet the distinguished 
guests. 

The occasion for this visit is the Annual 
meeting of the British Medical Association in 
Melbourne, Australia, in September of this 
year. Other members of the Association are 
touring across Canada, and the parties will sail] 
from San Francisco August 14th for Honolulu. 


THE UNITED STATES SUPREME COURT 
DECISION ON ADVERTISING 
DENTISTS 

The State of Oregon has an act regulating 
the practice of Dentistry; a paragraph forbid- 
ding advertising of dentists is as follows: 

“ . advertising professional superiority 
or the performance of professional services in 
a superior manner; advertising prices for pro- 
fessional service; advertising by means of large 
display, glaring light signs, or containing as a 
part there of the representation of a tooth, 
teeth, bridgework or any portion of the human 
head; employing or making use of advertising 
solicitors or free publicity press agents; or ad- 
vertising any free dental work, or free exam- 
ination; or advertising to guarantee any dental 
service, or to perform any dental operation 


painlessly.” 


A dentist practicing in Portland, Orgeon, 
brought suit in the State Court against the 
State Board of Dental Examiners to enjoin the 
enforcement of the statute, alleging that it was 
repugnant to the due process and equal pro- 
tection clauses of the Fourteenth Amendment, 
and impaired the obligation of contracts in 
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violation of Section 10, Artcle I, of the Consti- 
tution of the United States. .The Circuit Court 
overruled this contention and sustained a de- 
murrer to the complaint. 

On appeal, the Supreme Court of the State 
took the same view of the federal question and 
affirmed the judgment. The case was then ap- 
pealed to the United States Supreme Court. 

The Court sa‘d that there was no harm in 
merely advertising prices for dental work, or 
in displaying g'aring signs illustrating teeth 
and bridgework, but it seems that many of the 
practitioners were not willing to abide by the 
ethics of their profession and often resorted to 
such advertising methods “to lure the credu- 
lous and ignorant members of the public to 
their offices for the purpose of ‘fleecing them.’ 
It is very plain that the Legislature was aim- 
ing at “bait advertising.” The Court said fur- 
ther “Inducing patronage by representations 
of ‘painless dentistry,’ ‘professional superior- 
_ ity,’ ‘free examinations,’ and ‘guaranteed’ den- 
tal work” was as a general rule, “the practice 
of the charlatan and the quack to entice the 
public.” The Court went on to say that, the 
Legislature was not dealing with traders in 
commodities, but with the vital interest of pub- 
lic health, and with a profession treating bod- 
ily ills and demanding different standards of 
conduct from those which are traditional in 
the competition of the market-place. The Court 
says that the “ethics” of the profession is but 
the consensus of expert opinion as to the nec- 
essity of such standards. : 


THE COLLEGE OF SURGEONS YIELDS 
TO THE A. M. A. 

The College of Surgeons announced to the 
House of Delegates of the American Medical 
Association that hereafter it would leave the 
solution of economic problems to the general 
organization of the profession. This would seem 
to be a wise decision of the college and guards 
against conflicts in and of the organizations of 
the profession. 


ATTENTION DENTISTS 
We are mailing sample copies of South- 
western Medicine to each dentist of our dis- 
trict—Arizona, New Mexico and E] Paso Coun- 
ty. We have long held that the dentists should 
be more intimately connected with the medi- 
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cal profession than what they are. They should 
take an interest in medical work, and know a 
b't of what is going on in the medical world. 
The medical profession is probably much more 
concerned with, interested in and informed 
upon, the science of dentistry than are the den- 
tists upon medicine. 

In this issue we have an excellent paper by 
an outstanding dentist. There is also an in- 
teresting Court Decision concerning advertis- 
‘ng dentistry. We believe the dentists will be 
interested in both of these. It is our ambition 
to have Southwestern Medicine become the 
official organ of the State Dental Assoc:ations 
in Arizona and New Mexico and of the Dental 
Society in El] Paso County. 

The subscript'on price of our Journal is not 
great and should deter no dentist from sub- 
scribing. Pending the time that this magazine 
is made the official organ, we should like to 
have the dentists send in their subscriptions. 
We believe that they will be well paid for the 
small outlay. 


PATIENTS NOW HAVE CHOICE OF 
PHYSICIANS IN NEW YORK UNDER 
WORKMAN’S COMPENSATION 
INSURANCE. 

For the first time in the history of Work- 
man’s Compensation Insurance in New York 
State—a matter of 24 years—injured em- 
ployees have the opportunity of selecting their 
physicians and surgeons. The new amendment 
to the law went into effect July 1, 1935; it in- 
cludes a number of other features designed to 
improve conditions. Physicians who wish to 
practice under the compensation act must be 
registered with the County Medical Society 
and approved by the Industrial Commissioner. 
Where a physician “exceeds the limits of his 
qua ’‘ifications” his name may be removed from 
the list. 


ATTENTION, READERS: 

Existence of a journal depends to a large 
extent on revenue from advertisements. Con- 
tinuance of advertisers depends on their pat- 
ronage. Therefore, patronize those appearing 
in this journal. Detach and mail coupons at- 
tached to advertisements. Thus you may re- 
ceive something for nothing. Readers are re- 
quested to observe these suggestions. 
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PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, Dr. P. H. 
Director, New Mexico State Bureau of 
Public Health 


Title VI. Economic Security Act 

As one of the State and Territorial health 
officers who met with the Surgeon General of 
the United States Public Health Service in 
Washington, June 17 and 18, the writer swells 
with something like patriotic pride. Eight mil- 
lion dollars were put up for distribution. They 
were imaginary dollars, it is true, but Con- 
gress was and still is fully expected to make 
them real. Was there an undignified scramble 
to capture the most possible money each for 
his own state? Not at all. The conference was 
plainly much less concerned about who should 
spend this money, or indeed whether it all 
should be spent, than it was to see that what- 
ever money is spent on subsidizing public 
health should be spent wisely. It was clearly 
evident to those present that a solemn oppor- 
tunity had come to health officers to establish 
standards of health administration such as this 
country has never known. There is to be no 
political patronage, no distribution of graft. 
Money is for professional service and profes- 
sional standards are to govern its distribution. 
The standards were set then and there by com- 
mittees of the conference. State health depart- 
ments must meet the following requirements: 

A qualified full-time State or Territorial health 
officer. 


Adequate provision for the administrative guid. 
ance of local health services. 

An acceptable vital statistics service, which shall 
include an approved plan for the registration of 
births and deaths and prompt forwarding of in- 
formation relative thereto to the Public Health 
Service. 

An aczepitable State public health laboratory 
cervice. 

Adequate services for study, promotion and su- 
pervision of maternal and child health. 


Special services for the study, promotion and 


guidance of local activities for the control of pre- 
ventable diseases and for health promotion. This 
Shall include an approved plan for the collection 
of reports of notifiable diseases and the prompt 
forwarding of information relative thereto to the 
Public Health Service. 

Services for study, promotion and supervision of: 
environmental sanitation. 


County or district units that receive subsidy 
must be under the direction of a full time 
health officer and must include at least a pub- 
lic health nurse and a clerk for each county in 
the unit and not less than two public health 
nurses per unit. Health officers must meet 
the following requirements: 


Basic educational requirements shall be: 


The degree of Doctor of Medicine from a rep- 
utable medical school and eligibility to examina- 
tion for medical licensure in the state where serv- 
ice is to be rendered. 

Not less than one year of clinical experience 
gained preferably in a hospital of acceptable stan- 
dards; preference shall be given to candidates 
whose clinical experience includes three months’ 
hospital work in pediatrics and a similar period in 
infectious diseases. 

Special qualifications: 

Pending the development of a reserve of per- 
sonnel having graduate training in public health 
work the following minimum qualifications shall 
apply as a standard in the selection of medical 
officers of health for jurisdictions of less than 
50,000. 

Candidates for appointment shall be not more 
than 35 years of age when first specializing in pub- 
lic health work; preference shall be given to can- 
didates having had one or more years experience in 
the general practice of medicine. 

Personnel selected shall already have had or 
shall agree to take before assuming duty not less 
than three months of special training in public 
health, of which no less than two months shall be 
organized instruction in an approved academic in- 
stitution and one month in field apprenticeship 
in an approved local health organization. 


Units having more than 50,000 population 
must employ health officers with prescribed 
training which in fact amounts to the course 
provided in a modern school of public health 
for the C. P. H. certificate. Provision is made 
under the act for training personnel but it is 
clear that the present postgraduate schools will 
be crowded to capacity for some years to come 


‘and that subsidized training will only be of- 
.fered to younger men who can be expected to 


give in return many years of public service. 


Dr. Homer Powers, of Rankin, Texas, passed 
away recently. . 

Dr. John E. Bacon of Miami, Arizona, was in 
Phoenix, Arizona, recently on business. 

Dr. J. M. Greer of Phoenix is on the Phoenix 
Aviation Committee, and he recently flew to De- 
troit on aviation affairs. 
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JOHN MAXWELL PEARSON 


Death claimed 
one of Maricopa 
County’s excel- 
lent and most 
loved physi- 
cians on May 
12, 1935. He 
was in Prescott 
attending a Ro- 
tary Conven- 
tion with his 
associates. 
While on the 
golf course en- 
gaging in a 
game of golf he 
suddenly 
stricken with a 
pain over his 
heart and died 
before he could 
be removed to 
a hospital. 

Dr. Pearson 
had been a res- 
ident of Glen- 
dale, Arizona, 
for 25 years ex- 
cept for two 
years that he 
spent in Cali- 
fornia. He was probably as emblematic of the 
old school general family physician as has lived 
in these parts in recent years. To say that he 
was loved by the individuals of his commun- 
ity scarcely portrays the sentiments of his pa- 
tients. During the two or three days over 
which his body laid in state at his home there 
came, bearing floral offerings large and small, 


persons of all colors, creeds, and nationalities, 


of which there are a great many in and about. 
Glendale. 

Max Pearson was born in Washington, D.C., 
the son of a United States Army Officer; May 
11, 1885. He was just one day past his 50th 
birthday when he died. He attended the pub- 
lie schools of the District of Columbia, and 
graduated from the Georgetown University in 
1907 with the M. D. degree. He later took post- 
graduate work at Harvard. Shortly after grad- 
uation he attempted to enter the United States 
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Navy, but upon examination it was found that 
his lungs were affected with tuberculosis, and 
he was advised to seek health in the West. 
Having a brother in the Reclamation Service 
employed on the Roosevelt Dam, he decided 
to locate in Arizona, and chose Glendale. He 
at once began to practice medicine and having 
regained his health he returned to New York 
City in 1909 and married Edith Mary White, 
the daughter of a prominent Episcopalian min- 
ister. To Dr. and Mrs. Pearson were born two 
children, a daughter, Jane, now Mrs. Edward 
W. Mehren, and a son, Peter, who is a studeni 
‘n the University of Arizona and who expects 
to go to Leland Stanford University to finish 
his medical course. 


Dr. Pearson was active in all civic affairs 
of his community. He served as mayor of that 
city from 1914 to 1916 and for the last several 
years was Chairman of the City Park Com- 
miss on. He was much interested in aboricul- 
ture and was instrumental in having planted 
a large number of trees now on the beautiful 
streets of Glendale. He was president of the 
Rotary Club at the time of his death. He was 
deputy county physician for a number of 
years. Dr. Pearson was a lover of beauty, 
which talent was beautifully displayed at his 
own home and garden. He was a member of 
the American Medical Association, and vice- 
president in 1934 of the Maricopa County Med- 
ical Society. He also was a member of the 
staffs of both hospitals in Phoenix and served 
on the executive committee of St. Joseph’s 
Hospital. He was a member of the Phi Chi fra- 
ternity dating back to his college days. He 
was an affiliate of the Episcopal Church of 
Phoenix. As a boy he sang in the choir of St. 
John’s church in Washington, D. C., known as 
the House of Worship for Presidents. 

In addition to the members of the immedi- 
ate family, Dr. Pearson is survived by his 
mother, Mrs. Martha G. Pearson, and a broth- 
er, Harry P. Pearson, both of Washington, 
D. C. 

The Maricopa County Medical Society and 
the hospital staffs of the two hospitals gener- 
ally recognize that they have lost one of their 
valued members, one whom they all loved and 
respected. As well as being a physician with a 
keen insight into medical problems and the 

- psychology of his patients, his was one of the 
most lovable personalities of our membership. 
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The St. Joseph Hospital Staff, in recogniz- 
ing its loss, and wishing to give evidence there- 
to, resolves to have this obituary spread upon 
its minutes and a copy of it sent to Mrs. John 
Maxwell Pearson and another to the mother, 
Mrs. Martha G. Pearson of Washington, D. C. 

J. M. GREER 
H. M. MILLS 
ORVILLE HARRY BROWN. 


Here are a few excerpts from Dr. Harley Yan- 
dell’s Bulletin Number Two of “Jokin’ and Josh- 
in’”. (It will be remembered Dr. Harley Yandell is 
the secretary of the Phoenix Eye, Ear, Nose, and 
Throat Society. He has just returned from a short 
visit in the East where he took the oportunity to 
attend a number of Clinics.) 

told me that a doctor out here in Ari- 
zona tried to cause a malpractice suit against him. 
I said well There just ain’t no such doctors 
here as that,—they have learned ‘chickens come 
home to roost’. Just as sure as one doctor tries to 
get another in trouble, he’s going to find out all 
about this ‘chicken roost’ business.” 
“While I was in Dr. DeMotte’s office, I was told 
a Naturopath (that’s one of Moeur’s pals.) .. .” 

“I met a fine doctor in St. Mary’s Hospital. He’s 
a radiologist, and soon as he found out I was from 
Phoenix, he began talking about ‘pioneer Warner 
Watkins’ 

« asked some of my wife’s relatives in Kansas 

City if they knew any big doctors there, and they 
said—‘yes, you'll pass right by that “Robin” doctor 
on your way to the general hospital. He’s the one 
you know that the robin pecked on his window for 
so long and made him famous.’ Well, sure enough, 
everybody knows him now. He’s enlarged his office 
and home, too, since the robin got through peckin’! 
Funny how little things can make a doctor ‘big’! 
On the contrary, I stood with my hat off and in 
semi-reverence in the little laboratory in St. Louis 
U. where Dr. Doisy discovered Theelin,—nobody 
knows him. . .” 

“Doc Brinkley bought a yacht and is out in the 
ocean with it now, I was told. He is to broadcast 
from out there in no man’s water, mostly on pros- 
tates, and his group of assistants are to do the 
cuttin’ down on the Rio Grande.” 

. . . Don’t do any tonsil coagulating, for all 
the ‘big boys’ back there say it’s bad. Its just for 
Moeur’s pals,—them that don’t know where the 
jugulars are at.” 


THE REPORT OF ARIZONA’S DELEGATE 
TO THE AMERICAN MEDICAL 
ASSOCIATION. 


To the Officers and Members of the Arizona State 

Medical Society: 

The first portion of this report will deal with the 
Convention, and the second with the proceedings 
of the House of Delegates. 

The Atlantic City session was the largest and 
most successful meeting ever held, both in the num- 
ber of physicians registered, and in the technical 
and scientific exhibits. Much was added to the 
Success by the several hundred visiting Canadian 
Physicians. 

The hosts of the occasion, the New Jersey Medi- 
cal Society, and the physicians of Atlantic City, 
were untiring in their efforts to provide every pos- 
sible facility for contributing to the comfort, con- 
venience and entertainment of their guests. The 
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large Convention Hall was adequate in every way 


to accommodate all the Scientific Sections and Ex- 
hibits, and provide large rooms in which the vari- 
ous sections met. 

The technical exhibitions were unusually well ap- 
pointed and prepared. Individual exhibits were 
tastefully displayed and were attended by efficient 
and courteous representatives of the various man- 
ufacturers and distributors. A remarkable group 
of educational exhibits were on display in the sci- 
entific section. These exhibits represented the ef- 
forts of many individuals, sections, departments 
and organizations, and covered many subjects. The 
value of these exhibits was greatly enhanced by 
the competent demonstrators who patiently ex- 
plained and interpreted the displays to the hun- 
dreds of visitors each day. 

Two outstanding social events of the meeting 
were held; in addition many smaller groups met as 
Alumni, of schools, fraternities, and joint meetings 
with memoers of the Auxiliary. On Monday even- 
ing, the New Jersey medical profession held a com- 
plimentary dinner and entertainment for the mem- 
bers of the House of Delegates, and officers of the 
Association. The chief speaker was Senator James 
Hamilion Lewis, who came to Atlantic City from 
Washington for the occasion. During his talk, he 
made an inspiring plea for peace after reviewing 
recent developments in Europe and elsewhere that 
have had a tendency to promote war. He paid high 
tribute to the medical profession, and emphasized 
the great importance it could play in molding pub- 
lic opinion, and asked the physicians to lend more 
effort and determine more policies relative to the 
solution of the many perplexing problems of the 
day. On Thursday night, the ball-room of the Am- 
bassador Hotel was congested almost beyond cap- 
acity by the thousands who attended the reception 
held in honor of the Presidents of both the Amer- 
ican and Canadian medical associations. 


The most extraordinary meeting of the entire 
session, however, was held Tuesday night in the 
grand auditorium of the convention hall. This 
large assembly room, seating almost 10,000, was 
filled completely, with thousands outside trying to 
gain admission. On the platform were seated offi- 
cials and high officers of both medical associations, 
and visiting dignitaries from abroad. At this gen- 
eral convocation, addresses of welcome were spoken 
by the mayor of Atlantic City, and by representa- 
tives of the New Jersey medical profession. Dr. 
Marcus W. Newcomb, President of the New Jersey 
Medical Society, in his speech of welcome declared 
that the medical profession is facing critical times, 
and after referring to several types of proposed so- 
cial service legislation, which he declared were 
detrimental to the medical profession and to pub- 
lic health, warned the physicians that “if the doc- 
tors and allied professions don’t wake up and elect 
people of high standing to public office, we shall 
have more unwise laws.” He advised his audience 
to take an interest in public affairs, and declared 
joes there should be more doctors in the Legisla- 
ures. 

Another speaker, former Senator, and former 


‘Ambassador to France, the Hon. Walter E. Edge, 


told the physicians that world problems would 
have long been solved had the achievements of 
statesmen measured up to those of the medical 
profession. After briefly alluding to the “New 
Deal,” Mr. Edge said “If one makes even a cursory 
examination of the pending so-called ‘Social Se- 
curity Program’ you will note suggestions of state 
or national control in many of its provisions. When 
one considers the health of the nation, certainly 
that should be one activity that the politicians 
should let alone. These new ideas of state medi- 
cine to take the place of the independent doctor 
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appeals to me not at all. After reviewing some of 
the achievements of the medical profession, he said: 
“The voluntary service of the medical profession, 
of course, has no parallel in and will never receive 
the real appreciation it richly deserves. If states- 
men could cure a few of the ills of the body politic 
in even slight comparison to the scientific advanc- 
es you have brought about in physical cures, the 
world long ago would have solved many of the 
problems which affect us today.” 


Dr. James S. McLester, President of the Ameri- 
can Medical Association, installed that night, read 
@ paper on “Nutrition, and the Future of Man.” 
He warned his audience that possibly 20,000,000 
Americans are now living near or below the 
old of nutritive safety, through inability to obtain 
proper food. He cited the creation of a virtual 
new species of rats by diet alone. He traced the 
physical changes in alien peoples who grew taller 
and heavier after immigration to the United States. 
“It should be possible,” he said, “to bring mankind 
to a higher level of physical development. In this 
respect the American people are not indifferent. 
Indeed, they are acutely food conscious, and will 
eat anything they are told is healthful.” But to 
teach them what they properly should eat will re- 
quire the combined efforts of a great many per- 
sons, notably the teacher, the physician, and the 
publicist. In addition, in order that the people 
within the means of their disposal, may get the 
foods they need, there must also be elicited the 
help of the economist and the lawmaker.” 


Dr. Jonathan C. Meakins, President of the Can- 
adian Medical Association, read a paper entitled 
“The Breath of Life.” He took his text from the 
second chapter of Genesis, pointing out that there 
is a close affinity between life, spirit and soul. From 
that point on, he carefully traced in masterly fash- 
ion the evolution of the respiratory mechanism 
from the single-celled organism to that of man, 
discussing in detail the physiology of respiration in 
all its phases, and reviewing our knowledge of this 
phenomenon to date. 

After the presentation of a medal to the retiring 
president of the A. M. A., Dr. Walter L. Bierring, 
by the Chairman of the Board of Trustees, the gen- 
eral convocation closed with several chorus num- 
bers by the Westminster Choir, of Princeton, N J. 


RESUME OF THE PROCEEDINGS OF THE 
HOUSE OF DELEGATES: The House of Delegates 
was a very smooth functioning machine, under the 
able leadership of the master parliamentarian, the 
Speaker, Dr. Warshius. There were few debates 
from the floor; the Reference Committees worked 
for hours over the various resolutions and matters 
of business, held open hearings, received criticisms 
and suggestions, and ironed out major controver- 
sial points, so that when their reports were sub- 
mitted, quick dispatch of them was made without 
much discussion. 

Resolutions dealing with radio broadcasting, 
contraception, medical care, teaching of medical 
economics, veterans’ affairs, and many cthers were 
introduced by various state contingencies, or com- 
mittees. Some of these resolutions were adopted 
as received, others were discarded or changed, and 
an attempt will be made in the succeeding para- 
graphs to record the proceedings: 


RADIO BROADCASTING: The House of Dele- 
gates encouraged the Board of Trustees to do its 
utmost to help control broadcasting of fraudulent 
claims for pharmaceutic preparations, and to take 
all necessary steps, including a petition to the Fed- 
ral Communications Commission of the United 
States, to eliminate the broadcasting of claims of 
alleged cancer cures coming from various Mexican 
Stations. The petition will ask the established 

authorities of Mexico concerned with the control of 
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broadcasting from that nation to exercise their 
power in discontinuing this menace to the citizens 
of both republics. 
Contraception: Medical associations of New 
York, the District of Columbia, Arkansas, Maine, 
California and New Mexico, in addition to the 
American Gynecological Society presented resolu- 
tions relative to birth control. The official resolu- 
tion finally adopted declared that “under the stim- 
ulus of large medical groups the general use of 
contraceptives is being advocated and encouraged 
despite the existing law, not only by the above 
mentioned groups, but by commercial interests as 
well,” and under the present situation it added 
“ultimate effect of these measures is unknown if 
not questionable and should accurately and ex- 
tensively be studied by the medical profession in 
whose care the health of the people rests.” The 
resolution also declared that Federal and State laws 
regulating birth control advice which a physician 
may give to individual patients as therapeutic 
measures is “complicated and not well understood,” 
and interpretations of these measures “are gener- 
ally unsatisfactroy.” As a result of these facts the 
House of Delegates authorized the Board of Trus- 
tees to appoint a Special Committee whose duty it 
is to make a thorough study of this matter, and 
present a preliminary report at the 1936 session. 


Medical Economics and Sickness Insurance: The 
Legislative Committee and Bureau of Medical Eco- 
nomics of the A.M.A. have both had exceedingly 
busy terms of office in studying the questions in- 
volved in medical economics and sickness insur- 
ance. The Legislative Committee reported in detail 
their activities in cooperating with the American 
Legion and Veterans’ Bureau in relation to the 
medical problems affecting these groups. It de- 
scribed also the steps taken to bring the various 
medical organizations into accord with the policies 
of the American Medical Assocation relating to 
medical economics. 

The Bureau of Medical Economics reported ex- 
tensively on its studies of the various plans pro- 
posed or in actual operation over the country deal- 
ing with one type or another of sickness insurance, 
contract practice, hospital insurance, prepayment 
plans for medical care, voluntary budgeting plans, 
medical care of the indigent, industrial group serv- 
ices, and the like. In its report, it called attention 
to the 10 fundamental principles adopted by the 
House of Delegates in 1934 at Cleveland, Ohio, as 
basis for the conduct of all constituent bodies of 
the American Medical Association in formulating 
plans for social experiments in sickness insurance. 
It also emphasized the importance and usefulness 
of the 10 fundamental principles as sustained by 
resolutions adopted at the Special Session of the 
House of Delegates held in Chicago, Feb. 15 and 
Feb. 16, 1935. The principles and resolutions are 
too lengthy to quote here, but may be read in both 
the Journal and the Bulletin. 

The House of Delegates at this Session did not 
alter or add to the foregoing, but adopted the two 
committees’ reports without change or further rec- 
ommendatons. However, it seems wise to clarify 
the exact viewpoint of the House of Delegates at 
the Atlantic City Session, in its consideration of 
sickness insurance, and I shall attetmpt to do so 
in the next few sentences. 

a. A single, universal or master plan cannot be 
devised at the present time to meet the varying 
conditions throughout the United States or even 
in different sections of individual states. As a sub- 
stitute, it proposes the continuance and amplifica- 
tion of community sickness insurance plans -— 
adapted to local areas, and under supervision of 
county or local medical societies. 

b. The delegates sensed the failure of educa- 
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tional facilities to combat state and national meas- 
ures, and emphasized the need for study of the 
problems involved in an effort to adapt the high 
purpose of medicine to the needs of the period in 
which we live. 

c. It is recommended that both the Special 
Report of the Bureau of Medical Economics, con- 
taining an analysis of the various plans at present 
in operation, and report of the Reference Commit- 
tee on Legislation, which were adopted by the 
House of Delegates, be carefully studied before any 
plans are considered. It does not encourage the 
adoption of any plan until thorough study demon- 
strates an actual need for a change. It urges a 
careful appraisal of the requirements and available 
existing facilities for creating new social machin- 
ery. 

d. The American Medical Association does not 
contemplate the operation of any plans, except by 
local medical societies, and that in so doing must 
be guided by the 10 fundamental principles adopt- 
ed in 1934, 

e. It is urged that county medical societies feel 
a real responsibility when contemplating a consid- 
eration and adoption of local sickness insurance 
units, and that they submit their proposed plan to 
the officers and appropriate committees of the 
State and National Association for study, and that 
they confer with the National Bureau of Med- 
ical Economics for advise and counsel. In so do- 
ing, it is hoped plans embracing objectionable feat- 
ures, against which our profession as a national 
body is making such a determined and effective 
fight, will not be put into operation. 

The Speaker of the House in his opening remarks 
advised the members to use their very best judg- 
ment in matters that relate to their state consitu- 


 ency, and not base their opinions on personal inter- 


ests and feelings, and admonished each delegate 
to convey to his respective state a report on the 
activities of the officers, trustees, councils and bu- 
reaus. 


The President of the Association, Dr. Walter L. 
Bierring, in his paper read at the opening of the 
House of Delegates’ meeting reviewed a previous 
session of the A.M.A. in Atlantic City in 1904, when 
questions of medical economics and professional 
ethics were of great importance. He recalled that 
it was this year when the Council on Medical Edu- 
cation was formed, and he reviewed the work this 
committee had done toward standardizing medical 
schools. He cited the evolution in medical train- 
ing, and the changes incident thereto relative to 
the economic and professional standing of the 
physician, in addition to extending the functions 
and activities of the AM.A. in many new direc- 
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tions. From that point on he recited the various 
factors responsible for the increase in cost of med- 
ical care; he traced the many surveys, studies, and 
reports that have had a tendency to promote pro- 
posals for compulsory health and sickness insur- 
ance, and he then recalled the efforts on the part 
of our Association to re-educate our membership 
as well as the public regarding the dangers and dis- 
appointments attending the operation of systems 
of compulsory health insurance in older countries. 
His paper suggested that at this time thoughtful 
men and women are becoming convinced that pri- 
vate practice will continue to promise the best 
service for all concerned and insure its high qual- 
ity. Not one of the various measures that were pre- 
sented to various legislatures with reference to 
health and sickness insurance were passed, and no 
national legislation favoring compulsory health in- 
surance was incorporated in any measure present- 
ed to the National Congress. He recalled that cer- 
tain inherent dangers were connected with the 
movements in the interest of public welfare con- 
nected with the present emergency period. In the 
first place he felt that organized medicine should 
be sympathetic with the humanitarian purpose of 
this movement, but should not entertain the same 
feeling toward the extension of the administrative 
features beyond the present emergency. And sec- 
ond, the new Social Security Bill before Congress, 
if passed, would delegate large sums of money for 
the use of each State in the matter of public health, 
and the medical profession should feel a definite 
responsibility to assume its share in determining 
between preventive and curative medicine, and to 
see that the interests of public health and the 
medical profession be equally protected. 


(Concluded in September issue) 
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